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ABSTRACT 
This thesis examines the use and implications of using coercive measures 
ǁŝƚŚŝŶĂŚŝŐŚƐĞĐƵƌĞŚŽƐƉŝƚĂů ?ǁŚĞƌĞƚŚŽƐĞĐŽŶƚĂŝŶĞĚĂƌĞ ŝĚĞŶƚŝĨŝĞĚĂƐ  ‘ŵĂĚ ?
ďĂĚ ĂŶĚ ĚĂŶŐĞƌŽƵƐ ? ? ,ŝŐŚ ƐĞĐƵƌĞ ŚŽƐƉŝƚĂůƐ ĂƌĞ ƵŶŝƋƵĞŶǀŝƌŽŶŵĞŶƚƐ ǁŚĞƌĞ
challenges are often faced in balancing care with safety and security. The use 
of coercive measures; namely, restraint, seclusion, rapid tranquillisation and 
segregation, are considered unavoidable necessities in preventing and/or 
limiting harm. Yet coercive measures are deemed ethically, morally and 
professionally controversial.  Staff working in high secure hospitals are 
healthcare professionals not prison officers, and those contained are patients 
not prisoners. Nonetheless, both staff and patients are expected to abide by 
institutionally prescribed rules, boundaries and methods of containment. 
Little is known with regard to the impact and implications that coercive 
measures have upon patients or staff. This study therefore seeks to explore 
patient, staff and environmental factors that might influence variations in 
attitudes and experiences towards the use of coercive measures within 
Rampton National High Secure Hospital.  
 
The study employs a sequential mixed methods design, conducted in three 
stages. Stage one examines the rates, frequencies and demographic 
characteristics of patients experiencing seclusion and/or rapid tranquillisation 
across Rampton Hospital over a one year period. Stage two uses standardised 
questionnaires to elicit and analyse staff and patient attitudes towards 
aggression (ATAS), containment measures (ACMQ) and hospital environment 
(EssenCES) across four male wards within the Mental Health Directorate. 
Stage three uses a constructivist grounded theory approach to conducting 
semi-structured interviews with staff across the four wards, analysed against 
the background of institutional and emotional work theories. A pragmatic 
view is taken towards a mixed methods design being both complementary 
and advantageous to developing this area of knowledge, while the combined 
theories of institutional and emotional work allow for the study of complex 
ŝŶƚĞƌĂĐƚŝŽŶƐ ďĞƚǁĞĞŶ ŝŶƐƚŝƚƵƚŝŽŶĂů ǀĂůƵĞƐ ĂŶĚ ĞǆƉĞĐƚĂƚŝŽŶƐ ? ĂŶĚ ŝŶĚŝǀŝĚƵĂůƐ ?
emotions and actions. 
 
Findings from hospital level data revealed that younger, newly admitted 
females were those most likely to experience coercion within this hospital. 
Reasons for this were attributed to younger patients being physically fitter 
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and therefore perceived as being a greater threat. Less is known with regards 
newly admitted patients; their potential triggers, risks and most efficient ways 
of de-escalating them as individuals. Reactions to violence are associated with 
social expectations of gender and so violence from females may elicit greater 
reactions than violence from males. Furthermore, Rampton Hospital is the 
only National High Secure Service for Women in England and Wales, thus 
accommodating those females considered most dangerous nationally.  
 
Comparisons of staff attitudes towards aggression (ATAS) across four wards 
indicated that aggression was viewed as being significantly more destructive 
on the pre-discharge ward, in comparison with the admissions, ICU or 
treatment ward. Reasons for this might be due to differences in staff 
expectations or preparedness for aggression on each of the four wards, 
particularly since aggression on the pre-discharge ward may hinder patient 
progression to a lesser secure environment. Results from the ACMQ showed 
discrepancies between staff and patient perceptions of the least acceptable 
containment measures, creĂƚŝŶŐ ŝŶƚĞƌĞƐƚŝŶŐ ĚŝůĞŵŵĂƐ ĨŽƌ ƵƐŝŶŐ  ‘ƚŚĞ ůĞĂƐƚ
ƌĞƐƚƌŝĐƚŝǀĞ ŵĞƚŚŽĚƐ ? ? dŚĞ ƐƐĞŶ^ ƋƵĞƐƚŝŽŶŶĂŝƌĞ ĞƐƚĂďůŝƐŚĞĚ ƚŚĂƚ ƉĂƚŝĞŶƚƐ
experienced the hospital environment as more supportive and cohesive than 
staff; suggesting interesting dynamics within hospital where staff are 
purported to control and contain.  
 
Finally, findings from the staff interviews uncovered a complex interplay 
between the personal feelings of staff and their professional roles. Staff use 
bravado and machismo as ways of masking their personal fears and anxieties, 
whilst detachment and desensitisation are used as ways of coping. Staff 
sought justification for their actions through accommodating institutional 
values, however, the expectations of healthcare professionals to conduct 
security measures clearly presents challenges, tensions and conflicts, 
requiring both institutional and emotional work in maintaining institutional 
values, control and order.   
 
While this thesis has made a start on generating new insights into the unique 
environment of the high secure hospital, and has used a novel approach of 
combining institutional and emotional work theories, more  research is 
required into examining staff and patient attitudes regarding the least 
restrictive methods and the implications this will have for practice. The 
internal dynamics within high secure hospitals warrant further attention, 
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examining, for instance; i) what it means for staff to be working in an 
environment where patients feel more supported by being contained than 
staff do when containing them; ii) what methods of support can be put in 
place for staff experiencing conflict between their personal feelings and 
professional roles, and iii) whether anything can be done to relieve the 
tensions of healthcare professionals  expected to care, coerce and contain.  
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CHAPTER 1: INTRODUCTION 
PART 1: BACKGROUND 
Coercive measures are considered controversial practices, particularly within 
healthcare settings, and especially when conducted by healthcare 
professionals. Prior to exploring what has been investigated already, by way 
of examining the sociological literature, history of high secure hospitals and 
conducting a literature review of empirical studies previously conducted, I 
would first like to reflect upon the personal reasons why I became fascinated 
by this area of study, most notably the values and experiences that have 
drawn me towards this area of research. 
 
Firstly, it is important to first acknowledge my role as a registered mental 
health nurse. I have a background of working in community-based 
rehabilitation settings and a strong interest in sociological perspectives of 
mental health. This interest stems from the community context in which the 
mental health service from where I began my career was provided, a personal 
background and upbringing that span several cultures, and having been 
inspired by social thinkers throughout my nursing education. My 
ƵŶĚĞƌƐƚĂŶĚŝŶŐ ŝƐ ƚŚĂƚ ƚŚĞ ƌĞŚĂďŝůŝƚĂƚŝŽŶ ƐĞƌǀŝĐĞƐ ǁĞƌĞ ƐĞƚ ƵƉ ĂƐ  ‘ŚĂůĨǁĂǇ
ŚŽƵƐĞƐ ? ?ĨŽƌŝŶĚŝǀŝĚƵĂůƐŶŽƚǇĞƚƌĞĂĚǇƚŽůŝǀĞĨƵůůǇŝŶĚĞƉĞŶĚĞŶƚůǇĂŶĚƌĞƋƵŝƌŝŶŐ
differing levels of support. My role, along with other team ŵĞŵďĞƌƐ ?who 
were also healthcare professionals, was to ƚƌǇƚŽ ‘ƌĞŚĂďŝůŝƚĂƚĞ ?ŝŶĚŝǀŝĚƵĂůƐƚŽĂ
point of being able to as independently as possible.  
 
Another aspect of  what drew me towards this area of working, was the ethos 
of person-centeredness; understanding the person as an individual and 
having, what I perhaps naively thought,  the luxury of time to spend getting to 
know those in our care. What I began to realise however, was that 
perceptions of time might be very different between patients and clinicians, 
perhaps influenced by how time was spent within these organisations as well 
as how the notions of time were conceptualised and experienced (see 
Chandley, 2007). A perhaps even bigger question I had during this time was 
ǁŚĂƚ ‘ƌĞŚĂďŝůŝƚĂƚŝŽŶ ?Ăctually meant, what the expectations were and how this 
concept might be defined from clinical, patient, societal and organisational 
perspectives.  
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With increasing pressures ƚŽ ĂĐĐĞƉƚ  ‘ƌŝƐŬŝĞƌ ? ƉĂƚŝĞŶƚƐ ŝŶƚŽ rehabilitation 
services due to closures of acute inpatient beds, I also began questioning 
whether or not our roles were veering towards containment within the 
community as the ethos of the service evolved to meet the demands of 
structural service changes. I began to question my role as a mental health 
nurse, what that was, what it  meant and whether I was indeed delivering the 
philosophies and standards of care that had led me towards a career in 
nursing in the first place or instead, whether I was inadvertently being forced 
into becoming an agent of social control. Being placed in a position of power 
and authority was a facet of my work that I felt particularly uncomfortable 
with. Whilst, at times, this position allowed me to positively advocate for 
patients, there were also times when this role and accompanying 
responsibilities meant that difficult decisions had to be made. Perhaps one of 
things I found most challenging about this role were the subtle and 
sometimes more obvious practices of coercion, for example, encouraging 
patients to take their medication, assessing patients for capacity and being 
involved in the processes of formal detention resulting in transfer to acute 
inpatient services, whereby the process of rehabilitation would have to begin 
all over again. I wondered whether other clinicians might question their roles 
in a similar way, if at all, and what environments might lend themselves to 
such questions being brought to the fore. I became increasingly aware of the 
influences and interactions between values, cultures, actions and 
environments, even though I might not have thought about these ideas 
precisely in these ways until I embarked on this PhD.   
 
In the course of that I was caused to begin to  think more about the 
environment of high secure hospitals, where the structures and routines 
seemed, to me, to be at the polar opposite of the open door, community-
based rehabilitative setting I had grown familiar with. These high security 
hospital environments were still considered hospitals and still managed on a 
day to day basis by healthcare professionals, most predominantly by mental 
health nurses, who would have begun their careers through training not too 
dissimilar from my own. The coercive practices within these environments 
however, would be much more pronounced, most notably in the forms of 
high fences, locked gates and multiple layers of physical, relational and 
procedural security measures. 
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Thus, what has drawn me to this investigation of coercive measures in high 
secure hospitals is my interest in trying to understand how individuals come 
to behave in certain ways  W why are patients coerced in high secure hospitals? 
Why do healthcare professionals perform such actions? What are the cultures 
within these environments? How might individuals experience not only being 
accommodated or working in high secure hospitals, but how might they 
experience conducting the security measures that seem to conflict with 
philosophies of care? How do individuals seek justifications for such actions? 
These were just some of the questions I had at the beginning of this study, 
and which have come formalised as research questions in the course of it. 
Some of the background and contexts to them can be found in sociological 
and social psychiatric literature that is reviewed. Some are clarified and 
explored through conducting the study itself, and further questions result. 
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PART 2: CONTEXT 
Throughout history, individuals, or groups of individuals, have been labelled 
different or other (Becker, 1963; Lemert, 1951). These differences are often 
identified through appearances, beliefs or behaviours that depart from social 
norms and as a result are considered deviant, rule-breaking or non-conformist 
(Becker, 1963; Lemert, 1951). These individuals are those whom Lemert 
 ? ? ? ? ? ?ǁŽƵůĚĐŽŶƐŝĚĞƌ ‘ƉƌŝŵĂƌǇĚĞǀŝĂŶƚƐ ? ?Through processes of labelling, the 
notions ŽĨ  ‘ĚĞǀŝĂŶƚƐ ? ĂŶĚ  ‘ŽƵƚƐŝĚĞƌƐ ? ĂƌĞ ĐƌĞĂƚĞĚ ĂŶĚ ƚŚŽƐĞ ŝŶĚŝǀ ĚƵĂůƐ
subsequently stigmatised and marginalised from mainstream society. 
ǆĂŵƉůĞƐŽĨƚŚĞƐĞŝŶĐůƵĚĞ ? ‘ƚŚĞŵĂĚ ?ǁŚŽŚĂǀĞƚƌĂĚŝƚŝŽŶĂůůǇďĞĞŶĐŽŶĨŝŶĞĚŝŶ
asylums and psyĐŚŝĂƚƌŝĐŝŶƐƚŝƚƵƚŝŽŶƐĂŶĚ ‘ƚŚĞďĂĚ ?ǁŚŽĂƌĞŝŶĐĂƌĐĞƌĂƚĞĚǁŝƚŚŝŶ
prisons. dŚŽƐĞ ǁŚŽ ĂƌĞ ƐĞŐƌĞŐĂƚĞĚ ďĞĐŽŵĞ  ‘ƐĞĐŽŶĚĂƌǇ ĚĞǀŝĂŶƚƐ ?  ?>ĞŵĞƌƚ ?
1951). For those continuing to deviate within prisons and psychiatric 
institutions ?ƚŚĞƚĞƌŵ ‘ƚĞƌƚŝĂƌǇĚĞǀŝĂŶƚƐ ?can be applied.  
 
Neither psychiatric institutions nor prisons are considered adequate places of 
ĐŽŶƚĂŝŶŵĞŶƚ ĨŽƌ ƚŚŽƐĞǁŚŽ ĂƌĞ  ‘ŵĂĚ ?ďĂĚĂŶĚĚĂŶŐĞƌŽƵƐ ? ?dŚĞĚŝƐĐŝƉůŝŶĞ ŽĨ
forensic psychiatry therefore seeks ways to accommodate and manage these 
 ‘ƚĞƌƚŝĂƌǇdeviants ? through the provision of secure psychiatric hospitals. In 
England and Wales, secure hospitals are divided in to low, medium and high 
levels of security, reflecting the assessments of risk and dangerousness 
presented by those accommodated within. Low secure hospitals 
accommodate those who pose a  ‘ƐŝŐŶŝĨŝĐĂŶƚĚĂŶŐĞƌƚŽƚŚĞŵƐĞůǀĞƐŽƌŽƚŚĞƌƐ ?
(Rutherford & Duggan, 2007). Medium secure hospitals accommodate those 
who pose a  ‘ƐĞƌŝŽƵƐĚĂŶŐĞƌƚŽƚŚĞƉƵďůŝĐ ? (Rutherford & Duggan, 2007). High 
secure hospitals accommodate those who pose a  ‘grave and immediate 
ĚĂŶŐĞƌ ƚŽ ƚŚĞ ƉƵďůŝĐ ?  ?Rutherford & Duggan, 2007). As the level of security 
increases, the emphasis therefore shifts from that of the individual towards 
the safety and interests of society. It is the high secure hospital environment 
that will form the focus of this thesis. 
 
The institution of forensic psychiatry and organisation of secure psychiatric 
hospitals present many challenges. The pluralistic discipline of forensic 
psychiatry represents a meeting point between legal and medical paradigms. 
These paradigms with their disparate histories and competing priorities 
frequently create tensions and conflicts for those working within. The 
precarious balances of care and containment; treatment and security, safety 
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and control, are frequently debated and well documented within the 
literature (Alty & Mason, 1994; Kaye & Franey, 1998; Kontio et al., 2010; 
Prinsen & Van Delden, 2007; Tardiff, 1984; Vassilev & Pilgrim, 2007). The lived 
experiences of those working within these environments however, are far too 
often neglected. Healthcare professionals are expected to manage and 
ĐŽŶƚĂŝŶ  ‘ƚĞƌƚŝĂƌǇ ĚĞǀŝĂŶƚƐ ? via the use of coercive measures. These 
controversial methods represent the greatest sanctions legally imposed upon 
individuals already accommodated within extremely regimented and 
restrictive environments. With emphases currently placed on patient 
autonomy and individual human rights, the use of coercive measures conflicts 
with these ideals. The expectations of healthcare professionals to impose 
these sanctions are juxtaposed with their professional duties to care (Alty & 
Mason, 1994; Tardiff, 1984). Furthermore, a number of international 
guidelines have called for a reduction and even elimination in the use of such 
methods (American Psychiatric Association et al., 2003; National Mental 
Health Working Group, 2005; NICE, 2005; Queensland Government, 2008). 
The notions of deviance, the environments in which deviants are 
accommodated and the experiences of staff expected to contain these 
individuals each form central contributions towards this thesis.  
 
Definitions of forensic psychiatric patients, secure hospital provisions and 
uses of coercive measures differ widely internationally. These will be briefly 
introduced here and then elaborated on in subsequent chapters. For the 
purposes of this thesis, forensic psychiatric patients will be considered those 
ǁŚŽĂƌĞĚĞĞŵĞĚ ‘ĚĂŶŐĞƌŽƵƐ ?ǀŝŽůĞŶƚŽƌŚĂǀŝŶŐĐƌŝŵŝŶĂůƉƌŽƉĞŶƐŝƚŝĞƐ ? ?DĂƐŽŶ ?
 ? ? ? ? P  ? ? ? ? ĂŶĚ ǁŚŽ ŚĂǀĞ ƵƐƵĂůůǇ  ‘ŝŶƚĞƌĨĂĐĞĚ ǁŝƚŚ ƚŚĞ ůĂǁ Ăƚ ŽŶĞ ůĞǀĞů or 
ĂŶŽƚŚĞƌ ?  ?DĂƐŽŶ ?  ? ? ? ? P  ? ? ? ,ŝŐŚ Ɛecure psychiatric hospitals will be 
considered those organisations with security measures in place to 
ĂĐĐŽŵŵŽĚĂƚĞĨŽƌĞŶƐŝĐƉƐǇĐŚŝĂƚƌŝĐƉĂƚŝĞŶƚƐ ‘ǁŚĞƌĞ a lesser degree of security 
ǁŽƵůĚ ŶŽƚ ƉƌŽǀŝĚĞ Ă ƌĞĂƐŽŶĂďůĞ ƐĂĨĞŐƵĂƌĚ ƚŽ ƚŚĞ ƉƵďůŝĐ ? ?EŽƚƚŝŶŐŚĂŵƐŚŝƌĞ
Healthcare NHS Trust, 2007: 2). Coercive measures will encompass the 
explorations of restraint, seclusion, segregation and forced medication via 
rapid tranquillisation. Restraint will be considered in two parts; physical 
restraint, whereby a patient is held by at least one member of staff; and 
mechanical restraint where a device, such as a belt, is attached to a patient; 
both with aims to restrict patient movement (Department of Health, 2008; 
NICE, 2005). Seclusion will be considered the placement of a patient in a 
locked room that has been specifically designed for this purpose (Department 
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of Health, 2008; NICE, 2005). Segregation is considered the longer term 
placement of a patient alone in a locked room specifically designed for this 
purpose (Department of Health, 2008; NICE, 2005). Finally, forced medication 
is considered the administration of a drug causing rapid tranquillisation via 
intramuscular injectŝŽŶĂŐĂŝŶƐƚĂƉĂƚŝĞŶƚ ?Ɛǁŝůů ?E/ ? ? ? ? ? ? ? 
 
High secure hospitals will be the context of this thesis whilst secure hospital 
literature will be drawn upon where levels of security are not defined. While 
there are overlaps in forensic psychiatry between prison and hospital settings, 
it should be made clear from the outset that this thesis will focus on hospital 
provisions only; where those accommodated are patients, staff are healthcare 
professionals and care should be at the forefront of service delivery. The use 
of coercive measures within high secure contexts therefore represent the 
greatest deprivation of physical liberty towards those accommodated within 
hospitals settings. Forensic psychiatry as an institution espouses its own set of 
rules, values and beliefs based on legal and medical paradigms. Through these 
frameworks, the use of coercive measures is justified and legitimised through 
emphases on safety, security and duty of care to prevent harm to others. 
Secure hospital organisations provide the physical context in which such 
practices may be conducted, while the interrelations between the institution, 
organisation and individuals influence the internal dynamics, most notably 
the environment within them.  
 
High security hospitals have also been considered the modern day total 
institution, closed off from the outside world (Goffman, 1964). Although 
studies of institutions and organisations are well established, related theories 
have not been applied to the high secure hospital setting.  Theories of 
institutional and emotional work will provide a basis for which to study the 
complex discipline of forensic psychiatry; specifically, the organisational 
arrangements of a high secure hospital and the challenges and experiences of 
healthcare professionals working within it. Through this novel approach 
within this unique environment, new knowledge and insights may be sought 
in studying patient, staff and environmental factors that might influence 
variations in the attitudes and use of coercive measures. For the purposes of 
this thesis, Rampton High Secure Hospital will be the institution under study. 
Rampton is one of three national high secure hospitals in England and Wales, 
for which details of its history and composition will be provided later in this 
chapter and elaborated on in Chapter 5.  
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The interrelationships between the institution, organisation, staff and 
patients provide interesting observations for ways in which actions and 
emotions influence practice; providing opportunities for studying how 
institutions and organisations may be created, disrupted or else maintained 
(Fineman, 1993; 2008; Hochschild, 1983; Lawrence, Suddaby & Leca, 2009). 
This thesis aims to explore these factors using a sequential mixed methods 
design. 
 
The following sections will explore theories and concepts of social deviance 
through the notable works of Becker (1963), Lemert (1951) and Scheff (1966; 
1984; 1999). A history of high secure services in England and Wales will be 
outlined detailing the inception of high secure services, changes and 
developments in their structure and governance, along with current policies 
and legislations for the indications of using coercive interventions 
(Department of Health, 2008; NICE, 2005). A literature review will be 
presented, illustrating research on the topic specific to secure hospital 
services (Hui, Middleton & Völlm, 2013). From this, gaps in knowledge will be 
identified and research questions drawn. A comprehensive overview will be 
given to the theories of institutional and emotional work with details of their 
relevance and applications to forensic psychiatry and the high secure hospital 
context. Further chapters will detail the mixed methods design of this study, 
findings, ethical issues and study limitations. Finally, discussions of these 
findings will be discussed using the theoretical framework of institutional and 
emotional work, conclusions drawn and indications for further research 
suggested. 
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PART 3: DEVIANCE, DEVIATION AND DEVIANTS 
/ŶĚŝǀŝĚƵĂůƐ ĂŶĚ ŐƌŽƵƉƐ ŽĨ ŝŶĚŝǀŝĚƵĂůƐ ŝĚĞŶƚŝĨŝĞĚ ĂƐ  ‘ĚĞǀŝĂŶƚƐ ? ŝŶ ǀĂƌŝŽƵƐ
cultures and societies have been loci for systems designed to provide order 
and social control (Cohen & Scull, 1983; Mayer, 1983). Historically, 
sociological studies have rested heavily upon the idea that deviance provokes 
measures designed to restore social control (Cohen & Scull, 1983; Lemert, 
1967). This study however, considers these notions as reciprocal, that 
deviance can lead to social control, but that social control can also lead to 
deviance (Lemert, 1967). In considering the reciprocal nature of these 
concepts, equal importance is placed towards the studies of those considered 
deviant, as well as those enforcing social control.  
 
Throughout history, different groups of individuals have been considered 
 ‘ĚĞǀŝĂŶƚƐ ? ďǇ ĚŝĨĨĞƌĞŶƚ ĐƵůƚƵƌĞƐ ĂŶĚ ƐŽĐŝĞƚŝĞƐ Ăƚ ĚŝĨĨĞƌĞŶƚ ƉŽŝŶƚƐ ŝŶ ƚŝŵĞ 
(Foucault, 2001). As such, the study and identification of deviants has 
influenced the design of systems used to maintain social order (Cohen & Scull, 
1983; Mayer, 1983; Pilgrim, 2007; Pilgrim & Rogers, 2003; Vassilev & Pilgrim, 
2007). Factors influencing the identification of deviants have included 
differentiations in appearance, behaviours, social status, employment, 
language, values and beliefs. Some of the most notable designations of 
deviant status in recent history have included racial segregation, religious 
distinctions, divisions between the deserving and undeserving flanked by 
social class and status, alongside distinctions between the well and the unwell 
instituted via leper colonies, epileptic colonies and lunatic asylums. In 
identifying deviants, methods of social control are most often applied, either 
through coercive force or via social rules, norms and sanctions (Mayer, 1983). 
 
The relations between deviance and social control, therefore allow questions 
to be asked concerning i) who are considered deviant and requiring control, ii) 
why individuals are considered deviant and requiring control, iii) how 
individuals are assessed as deviant and subsequently controlled, and iv) what 
effect these have upon those considered deviant and those who are enforcing 
social control (Mayer, 1983). This section will begin to explore some of these 
questions through focusing upon the notion of deviance specific to the 
patient population within high secure hospitals in England. These include both 
mentally disordered offenders as well as those with mental health problems 
who are deemed too violent and dangerous to be accommodated elsewhere 
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(Nottinghamshire Healthcare NHS Trust, 2007). It will first outline definitions 
and theoretical considerations of deviance largely through the works of Edwin 
M Lemert (1951) and Howard S Becker (1963). This will be followed by an 
exploration of notions of labelling theory, including their effects and 
limitations. Finally, and more specifically, notions of deviance will be applied 
to the high secure hospital population in relation to societal reactions, social 
order and control. 
 
>>>/E'd, ‘s/NT ? 
The sociological study of deviance allows for the study of individuals or groups 
of individuals within their wider social systems. As such, the study of the 
social and cultural context in which deviance is identified becomes as 
important as the study of individuals themselves. Areas of interest thus 
include: i) the emotions that deviants evoke within their social audience; ii) 
the relations between the individual, their social audience and their social 
context; and iii) the resulting societal reactions to such deviants (Lemert, 
1951; Scheff, 1999). The notion of deviance may be defined as the departure 
ĨƌŽŵ ?Žƌ  ‘ǀŝŽůĂƚŝŽŶ ?ŽĨ ?ĂŶǇŐŝǀĞŶ ƐŽĐŝal norms (Adler & Adler, 2006; Lemert, 
 ? ? ? ? ? ? ĞǀŝĂŶĐĞ ƚŚĞƌĞĨŽƌĞ ƌĞƉƌĞƐĞŶƚƐ ĂŶ  ‘ŝŶĨƌĂĐƚŝŽŶ ŽĨ ƐŽŵĞ ĂŐƌĞĞĚ-upon 
ƌƵůĞ ?  ?ĞĐŬĞƌ ?  ? ? ? ? P  ? ? ?^ƵĐŚƌƵůĞƐŵĂǇďĞformal or informal (Adler & Adler, 
2006; Lemert, 1951). Indeed digressions from social norms may be more 
easily identified than the actual rules and norms of a society themselves 
(Lemert, 1951). These may include nonconformity to widely-held societal 
beliefs, traditions, customs, written or spoken language, including; accent, 
dialect or syntax, behaviours, or style of dress (Scheff, 1999). 
 
The individual, their audience, their context and their situation each have 
influences and implications for the consequences of deviance. Social reactions 
to deviance may vary depending upon the extent of nonconformity and the 
perceived risks and threats associated with these (Becker, 1963; Cockerham, 
2003). The context of deviance may invoke differing reactions, depending 
upon whether the individual is amongst other people of similar mind-sets, 
attitudes and beliefs, or what might be happening more widely in the society 
at the time (Becker, 1963; Lemert, 1951; Scheff, 1999). Societal reactions 
towards deviance may be heightened during periods of social sensitivity or 
perceived vulnerability. Social reactions towards deviance may also depend 
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upon who executes such behaviours, as well as who is, or feels, threatened by 
them (Becker, 1963; Cockerham, 2003; Scheff, 1999). 
 
INDIVIDUAL, SITUATIONAL AND SYSTEMATIC DEVIATION 
Lemert (1951) distinguishes between three types of deviation, namely, 
individual, situational and systematic deviation. These will be considered in 
turn, before exploring the concepts of primary, secondary and tertiary 
deviance.  
 
Lemert describes individual deviation ĂƐ Ă  ‘ƉĞƌƐŽŶĂů ƉŚĞŶŽŵĞŶŽŶ ?  ? ? ? ? ? ? ?
That is, deviation emanating from within the person, resulting from biological 
mutations or hereditary conditions. Lemert (1951) highlights that individual 
deviation may result from ĂŶ ŝŶĚŝǀŝĚƵĂů ?Ɛ  ‘ĚŝƐƚƌŝďƵƚŝǀĞ ĂŶĚ ƉĞƌƐŽŶĂůůǇ
ĚĞůŝŵŝƚĞĚ ĐŽŶƚĞǆƚ ? ? ƌĞĨĞƌƌŝŶŐ ƚŽthe interactions between the individual ?s 
personal dispositions with that of their environment, thus emphasising the 
relational components between the self, others and their social context 
(Lemert, 1951: 37; Young, 1945). 
 
Situational deviation, in contrasƚ ? ŝƐĐŚĂƌĂĐƚĞƌŝƐĞĚďǇƚŚĞ  ‘ŝŵƉĂĐƚŽĨ ĨŽƌĐĞƐ ŝŶ
the situation external to the person or in the situation of which the individual 
ŝƐĂŶ ŝŶƚĞŐƌĂůƉĂƌƚ ?(Lemert, 1951: 37). Thus, deviant behaviours arising from 
situational deviation are thought to result from circumstantial changes. An 
example of this might be that of a usually law-abiding citizen who, in extreme 
poverty, has to steal in order to support their starving family. Given that this 
type of deviation is dependent upon situational forces, once the indŝǀŝĚƵĂů ?Ɛ
situation changes and they can afford to feed themselves and their family 
again, it is assumed that their behaviour would return to normal (Lemert, 
1951). 
 
Related to situational deviation ŝƐ ǁŚĂƚ >ĞŵĞƌƚ  ? ? ? ? ? ? ƚĞƌŵƐ  ‘ĐƵŵƵůĂƚŝǀĞ
situational deviaƚŝŽŶ ? ? >ĞŵĞƌƚ  ? ? ? ? ? ?ĚƌĂǁƐ ƵƉŽŶ ƚŚĞ ĞǆĂŵƉůĞ ŽĨ ŝŶĚŝǀŝĚƵĂůƐ
stealing towels, coat hangers and dressing gowns from hotels, recognising 
that such behaviour occurs frequently, even amongst those who would not 
normally steal. Since this behaviour occurs so readily, such deviation is 
recognised as being both situational and cumulative, considering the amount 
of individuals involved as well as the frequency in which it occurs. This type of 
deviation occurs with such regularity within this specific situation that there 
 11 
 
becomes an associated degree of informal rules, allowing this to be 
somewhat accepted and indeed expected, even though the same behaviours 
would not be acceptable elsewhere. The numbers of people who engage in 
deviant behaviours, as well as the circumstantial context in which such 
behaviours occur, are therefore key factors in distinguishing cumulative 
situational deviation. 
 
Systematic deviation, as identified by Lemert (1951), is both systematic and 
organised, referring to the way that deviants come to recognise and 
acknowledge the existence of others similar to themselves. Lemert proposes 
that this form of deviation may contribute towards the creation of deviant 
subcultures, whereby individuals who self-identify with a particular form of 
deviancy become integrated with each other and create their own social rules 
among themselves, analogous to those found within wider society.  
 
PRIMARY, SECONDARY AND TERTIARY DEVIANCE 
Primary deviance is most closely related to situational deviance, and refers to 
the behaviours that others perceive to be strange but are interpreted as being 
ĂƚǇƉŝĐĂůŽĨƚŚĞŽŶĞ ?Ɛusual character ĂŶĚ ‘ƚƌƵĞ ?ƐĞůĨ ?dŚĞƐĞŵĂǇďĞƌĂƚŝŽŶĂůŝƐĞĚ
either as the inĚŝǀŝĚƵĂů ŚĂǀŝŶŐ ĂŶ  ‘ŽĨĨ ĚĂǇ ? ? Žƌ Ă ƌĞƐƵůƚ ŽĨ ƚŚĞ ŝŶĚŝǀŝĚƵĂů ?Ɛ
situation at the time (Cockerham, 2003; Lemert, 1951). 
 
Secondary deviance, in contrast, is considered to be influenced by both 
individual and systematic deviation. These nonconventional patterns of 
behaviour occur so frequently that they are interpreted as being typical and 
characteristic of that ŝŶĚŝǀŝĚƵĂů ?Ɛ true self, and so the individual is labelled 
 ‘ĚĞǀŝĂŶƚ ?  ?>ĞŵĞƌƚ ?  ? ? ? ? ?. In becoming recognised and labelled as  ‘ĚĞǀŝĂŶƚ ?,
the individual is stigmatised and marginalised from mainstream society 
(Cockerham, 2003; Lemert, 1951). Social reactions towards the individual, as 
well as individual instincts to find a place of belonging act as motivational 
forces, creating places where similar individuals co-habit and where deviants 
become less noticeably deviant within the community. Secondary deviants as 
ĚĞĨŝŶĞĚďǇ>ĞŵĞƌƚ  ? ? ? ? ? ?ĂƌĞƚŚĞƌĞĨŽƌĞƚŚŽƐĞ ŝŶĚŝǀŝĚƵĂůƐǁŚŽŵƚŚĞ  ‘ĚĞǀŝĂŶƚ
ůĂďĞů ?ŚĂƐďĞĞŶĂƉƉůŝĞĚǁŝƚŚĐĞƌƚĂŝnty and for whom this label has resulted in 
a socially ascribed role. 
 
 12 
 
/Ŷ ĚĞǀĞůŽƉŝŶŐ >ĞŵĞƌƚ ?Ɛ  ? ? ? ? ? ? ŝĚĞĂƐ ƚŚĂƚ ƚŚĞƌĞ ĂƌĞ ůĞǀ ůƐ ŽĨ ĚĞǀŝĂŶĐĞ ? ƚŚĞ
term tertiary deviance will be used in this thesis to describe those who 
ĐŽŶƚŝŶƵĞƚŽďĞŝĚĞŶƚŝĨŝĞĚĂƐ ‘ĚĞǀŝĂŶƚ ?ĂŶĚŶŽŶ-conformist even amongst those 
ĨŽƌ ǁŚŝĐŚ ƚŚĞ  ‘ĚĞǀŝĂŶƚ ? ůĂďĞů Ănd status has already been assigned. Tertiary 
deviants are those who are considered deviant even within an already 
 ‘ĚĞǀŝĂŶƚ ĐŽŵŵƵŶŝƚǇ ? ĂŶĚ ǁŚŽƐĞ ďĞŚĂǀŝŽƵƌƐ ĐŽŶƚŝŶƵĞ ƚŽƌĞŵĂŝŶ ŶŽŶ-
conformist amongst deviant rules.  
 
DEVIANCE AND SOCIAL CONTEXTS 
In his book,  ‘KƵƚƐŝĚĞƌƐ ? ?ĞĐŬĞƌ ? ? ? ? ? ?ĞŵƉŚĂƐŝƐĞƐƚŚĞŬĞǇƌŽůĞŽĨĐƵůƚƵƌĞĂŶĚ
societal context in the constructions of deviance, explicating that social rules 
concerning deviance are not cross-culturally uniform. In studying a group of 
drug users, Becker proposes that even though people who use drugs are 
largely rejected as deviants within Western society, the same behaviours in 
other societies are acceptable and indeed even encouraged as spiritual 
experiences. 
 
The second ŬĞǇƚĞŶĞƚŽĨĞĐŬĞƌ ?Ɛ ? ? ? ? ? ?ǁŽƌŬŝƐƐŽĐŝĂůĂudience and context. 
,ĞƌĞ ?ĞĐŬĞƌ ? ? ? ? ? ?ĞǆƉůŝĐĂƚĞƐƚŚĞƐƵďƚůĞĚŝƐƚŝŶĐƚŝŽŶƐďĞƚǁĞĞŶ ‘ƌƵůĞ-ďƌĞĂŬŝŶŐ ?
ĂŶĚ  ‘ĚĞǀŝĂŶĐĞ ? ?ZƵůĞ-breaking encompasses all deviations from social norms, 
whilst deviance refers only to those acts that have an audience and can 
therefore be labelled (Becker, 1963:  ? ? ?ĐĐŽƌĚŝŶŐůǇ ?ƚŚĞƚĞƌŵ ‘ĚĞǀŝĂŶƚ ?ŝŶƚƵƌŶ
ƌĞĨĞƌƐ ‘ƚŽǁŚŽŵ ?ĞǀĞƌ ?ƚŚĞůĂďĞůŚĂƐƐƵĐĐĞƐƐĨƵůůǇďĞĞŶĂƉƉůŝĞĚ ? ?ĞĐŬĞƌ ? ? ? ? ? P
9). For Becker, rule-breaking and deviance may therefore fall into four 
categories: 
i)  ‘ƚŚĞ ĨĂůƐĞůǇ ĂĐĐƵƐĞĚ ĚĞǀŝĂŶƚ ? ? ǁŚŽ ŝƐ ƌƵůĞ-abiding but whose actions 
are wrongly perceived as being deviant; 
ii)  ‘ƚŚĞ ĐŽŶĨŽƌŵŝŶŐ ? ? ǁŚŽ ŝƐ ƌƵůĞ-abiding and correctly perceived to be 
rule-abiding; 
iii)  ‘ƚŚĞƉƵƌĞĚĞǀŝĂŶƚ ? ?ǁŚŽŝƐďŽƚŚƌƵůĞ-breaking and perceived as deviant, 
and; 
iv)  ‘ƚŚĞ ƐĞĐƌĞƚ ĚĞǀŝĂŶƚ ? ? ǁŚŽ ŵĂǇ ďĞ ďĞƚƚĞƌ ƚĞƌŵĞĚ ƚŚĞ ƐĞĐƌĞƚ ƌƵůĞ-
breaker, since only they are aware of their rule-breaking behaviours and 
as such cannot be labelled deviant.  
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DEBATES OVER DEVIANCY THEORY 
The most notable critique of the theories of labelling developed by Lemert 
(1951) and Becker (1963) has been put forward by Walter Gove (1970; 1975a; 
1975b; 1982) ?'ŽǀĞ ?ƐĐƌŝƚŝƋƵĞŚĂƐƚŚƌĞĞŵĂũŽƌĐŽŵƉŽŶĞŶƚƐ: 
i) The individual and society: Labelling theory focuses too much upon 
those conditions external to the individual, and therefore gives too much 
emphasis to social interpretations and reactions. 
ii) Stigma: Being labelled does not result in as intense or lasting stigma as 
labelling theory would suggest. 
iii) Social status: People of lower social status are not more likely to be 
labelled (Gove, 1970; 1975a; 1975b; 1982). Gove proposes instead that 
deviance is more readily identified amongst the upper classes as a result 
of the upper social strata having less tolerance of such deviant behaviours. 
 
dŚĞĨŝƌƐƚƉĂƌƚŽĨ'ŽǀĞ ?ƐĐƌŝƚŝƋƵĞŝƐŐĞŶĞƌĂůůǇĚĞĞŵĞĚƚŽŚŽůĚmore weight than 
the latter two arguments (Cockerham, 2003). However, these three strands of 
'ŽǀĞ ?ƐĐƌŝƚŝƋƵĞǁŝůůďĞĐŽŶƐŝĚĞƌĞĚŝŶƚƵƌŶ ? 
 
THE INDIVIDUAL AND SOCIETY 
The dynamics of labelling highlight the mutual influences and relations 
between the individual and their society. Through abiding to rules, individuals 
reiterate, reaffirm and reinstate social norms, whilst through punishments for 
rule-breaking, consequences are created to maintain social order (Scheff, 
1999). The negative feelings associated with non-conformity, such as 
embarrassment, guilt, and fear of punishment, can be so strong as to deter 
individuals from behaving in ways other than those that are socially 
prescribed (Bell, 1967; Scheff, 1999). Furthermore, punishments are not 
limited to actual social sanctions, but may also include imagined social 
sanctions; those sanctions which the individual places upon themselves 
through what they believe to be expected of them (Bell, 1967; Scheff, 1999). 
Real or imagined social rules, expectations, conformity and self-control 
therefore all act towards providing social sanctions and means of social 
control in directing individual behaviour and maintaining social order (Bell, 
1967; Scheff, 1999). 
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STIGMA 
The notion that labelling does not hold lasting effects with regards to stigma 
and marginalisation is largely unsubstantiated. Indeed, studies have 
consistently found, particularly with regards to mental health and those with 
long-term mental health problems, that stigma can be particularly prevailing 
(Link et al., 1997; Link & Phelan, 1999; Phelan et al., 2000; Rogers & Pilgrim, 
2010; Rosenfield, 1997). The ongoing negative perception of labelled 
individuals was demonstrated in a seminal study by Rosenhan (1973). In 
ZŽƐĞŶŚĂŶ ?Ɛ ƐƚƵĚǇ ? ƉƐĞƵĚŽ-patients diagnosed with schizophrenia (i.e. fake 
sufferers) admitted themselves into hospital and deliberately behaved 
 ‘ŶŽƌŵĂůůǇ ?, yet staff still perceived and documented them as behaving 
ƐƚƌĂŶŐĞůǇ ? /ƌŽŶŝĐĂůůǇ ? ŝƚ ǁĂƐ  ‘ŐĞŶƵŝŶĞ ? ƉĂƚŝĞŶƚƐ ƚŚĂƚƌĞĐŽŐŶŝƐĞĚ ƚŚĞ ƉƐĞƵĚŽ-
ƉĂƚŝĞŶƚƐĂƐ ‘ĨƌĂƵĚƐ ?ŵŽƌĞƌĞĂĚŝůǇƚŚĂŶƚŚĞƐƚĂĨĨ ?  
 
SOCIAL STATUS 
^ŝŵŝůĂƌůǇ ? 'ŽǀĞ ?Ɛ ƉƌŽƉŽƐĂů ƚŚĂƚ ŝŶĚŝǀŝĚƵĂůƐ ŽĨ ŚŝŐŚĞƌ ƐŽĐŝĂů ƐƚĂƚƵƐ ĂƌĞ ŵŽƌĞ
likely to be labelled is not without its flaws. Often, historically, greater 
judgements have been made upon the poor, and the poor have often 
suffered greatly from labelling. There was immense shame and humiliation 
associated with signing up to the workhouses via the Vagrant and Pauper 
Acts, and the further shunning of those dĞĞŵĞĚ  ‘ƵŶĚĞƐĞƌǀŝŶŐ ? ĂƐ Ă ƌĞƐƵůƚ ?
Moreover, those with mental health problems, often find themselves 
unemployed and in poor housing conditions (Rogers & Pilgrim, 2010). As such, 
those who are labelled often become increasingly isolated, avoided, 
discriminated against and socially devalued (Cockerham, 2003; Rogers & 
Pilgrim, 2010). These negative societal reactions often become so embedded 
within the individual that the person who is labelled  ‘ĚĞǀŝĂŶƚ ?ĐŽŵĞƐŶŽƚŽŶůǇ
to think less of themselves, but also grows to be expectant of rejection, as will 
be further explored in examining modes of social order and control 
(Cockerham, 2003; Rogers & Pilgrim, 2010; Scheff, 1999). 
 
APPLYING DEVIANCY THEORY TO FORENSIC PSYCHIATRY 
The three main sociological perspectives of deviance will be presented in this 
section, as outlined by Adler and Adler (2006). These perspectives will then be 
applied to the legal and medical aspects of forensic psychiatry and the 
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challenges considered with regard to managing and accommodating deviants 
within high secure hospitals. 
 
ABSOLUTIST, RELATIVIST AND SOCIAL POWER PERSPECTIVES ON DEVIANCE 
dŚĞ ĂďƐŽůƵƚŝƐƚ ƉĞƌƐƉĞĐƚŝǀĞ ǀŝĞǁƐ ĚĞǀŝĂŶĐĞ ĂƐ  ‘ŽďũĞĐƚŝǀĞ ĨĂĐƚƐ ? ƚŚĂƚ ĞǆŝƐƚ
regardless of social norms, customs and traditions. This perspective views 
deviance as being constant to both time and place. Furthermore, the 
absolutist perspective views deviance as being an essential part of any 
positive functioning society, being critical to a sociĞƚǇ ?Ɛ ĐŽŶƚŝŶƵĞĚ ĞǆŝƐƚĞŶĐĞ
but which is independent of individual thought or questioning (Adler & Adler, 
2006). The notion of deviance here is therefore viewed as something intrinsic 
and innate; such values exist before societies are formed and permeate over 
time across all cultures. 
 
The relativist perspective, in contrast, regards deviance as being constructed 
by societal norms, values, rules and laws and are thus defined by time and 
place. The relativist view holds that there are no constant, absolute or 
universal rules that define deviance. Instead, such rules and sanctions are 
based upon social reactions to deviant behaviours and are therefore 
progressive and evolving, with varying sets of rules between individual social 
groups (Becker, 1963; Lemert, 1951; Scheff, 1966; 1967; 1999). 
Finally, the social power perspective asserts that rules surrounding notions of 
deviance are not arbitrarily formed but rather selectively created and applied 
in serving the personal and political interests of those with greatest social 
power (Adler & Adler, 2006; Foucault, 1991; 2001; 2003; Quinney, 1970). 
Whilst recognising that conflicts occur between groups within a society, this 
viewpoint posits that sets of rules are constructed and determined by the 
dominant group over their subordinates, through which, personal interests 
are reflected (Foucault; 2001; 2003; Quinney, 1970). Whilst this chapter has 
so far focused mainly on the relativist perspective through the works of 
Becker (1963), Lemert (1951) and Scheff (1999), and to a degree on the social 
power perspective through discussions of maintaining social order and 
control, it is here that the absolutist perspective will also be explored with 
regards to examining deviance within forensic psychiatry. 
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LEGAL AND PSYCHIATRIC STRANDS OF FORENSIC PSYCHIATRY 
The positioning of forensic psychiatry stems from two separate vantage 
points. These are (a) law and criminology, associated with moral principles of 
right and wrong, and (b) psychiatric systems associated with normality and 
abnormality, health and illness. These are often at odds. While both crime 
and mental health problems are both perceived as violations of social norms, 
the attributions of cause and resulting social reactions to these are somewhat 
ĚŝĨĨĞƌĞŶƚ ? ‘ĚĞǀŝĂŶĐĞƚŚĂt is seen as wilful tends to be defined as crime; when it 
is seen as unwilful ŝƚƚĞŶĚƐƚŽďĞĚĞĨŝŶĞĚĂƐŝůůŶĞƐƐ ? ?ŽŶƌĂĚ ? ? ? ? ? P ? ? ? ? ?dŚĞƌĞ
is also a difference between social responses to crime and to people with 
mental health problems. The criminal is deemed responsible for their actions 
and is punished with the goal of motivating them towards conventional 
behaviours, while the person with mental health problems is deemed 
irresponsible for their actions and treated with the goal of altering their 
conditions that prevent such conventionality (Conrad, 1981). 
 
The legal aspect of forensic psychiatry might be seen as representing the 
absolutist perspective in its approach to deviance. The force of legal 
judgement over deviance derives from a universalistic notion of morality  W 
the idea that there are moral values that are unchanging over time and 
geographical space, and that all individuals are born with at least some 
degree of recognising right from wrong. 
 
Nonetheless, the legal consequences of such crimes, such as the processes of 
ƐĞŶƚĞŶĐŝŶŐ ?ĂƌĞŶĞĐĞƐƐĂƌŝůǇ  ‘ƌĞůĂƚŝǀŝƐƚ ? ?ĂƐƐǇƐƚĞŵƐŽĨƉƵŶŝƐŚŵĞŶƚĂƌĞƐŽĐŝĂůůǇ
prescribed and socially constructed, not only varying between societies (e.g. 
not all societies use capital punishment), but also often varying in different 
times and places within each society. For instance, the conditions, regimes 
and sanctions are different between prisons, as are the expectations of 
prisoners.  
The psychiatric strand of forensic psychiatry, in contrast with the legal strand, 
is largely considered relativist. That is to say, it places emphasis on social 
interactions and relations between the individual and society. Psychiatry from 
ĂƌĞůĂƚŝǀŝƐƚƉĞƌƐƉĞĐƚŝǀĞƌĞĨůĞĐƚƐĂĐŽŶƚŝŶƵƵŵƐƉĂŶŶŝŶŐĨƌŽŵƚŚĞ ‘ŶŽƌŵĂů ?ƚŽƚŚĞ
 ‘ĂďŶŽƌŵĂů ? ? ĂŶĚ ƐƵďƐĞƋƵĞŶƚůǇ ƚŚĞ ĞǆƚĞŶƚ ŽĨ ĚĞǀŝĂŶĐĞ ǁŚĞƌĞ  ‘ĂďŶŽƌŵĂůŝƚǇ ? ŝƐ
apparent. 
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DEVIANCE IN FORENSIC PSYCHIATRY 
Forensic psychiatry, and, more specifically forensic psychiatric systems, are 
where those who are doubly deviant  W deviant from both legal and psychiatric 
perspectives  W are housed and accommodated. Forensic psychiatry and 
forensic psychiatric systems therefore represent deviance at several different 
levels: 
i) The forensic psychiatric population does not fit completely into either 
legal or psychiatric systems. Instead, it covers both. 
ii) The degree of deviance is both ascertained by and reflected in the 
levels of security at different forensic psychiatric hospitals. 
iii) The most extreme form of deviance within forensic psychiatric 
services is represented by those who break rules within high secure 
hospitals. 
 
dŚĞ ĨŽƌŵĂů ůĂďĞůůŝŶŐ ŽĨ  ‘ĨŽƌĞŶƐŝĐ ƉƐǇĐŚŝĂƚƌŝĐ ƉĂƚŝĞŶƚƐ ?, alongside the physical 
segregation of such patients within such secure institutions, therefore shapes 
what Lemert (1951) refers to as secondary deviance, creating a subculture 
whereby socially constructed rules to manage deviants apply, and deviants 
who break those rules may be found (Becker, 1963). Whilst social rules and 
sanctions govern such secondary deviants within forensic psychiatric systems, 
those deviants who continue to non-conform and break rules within this 
ĚĞǀŝĂŶƚ ƐƵďĐƵůƚƵƌĞ ŵĂǇ ďĞ ĐŽŶƐŝĚĞƌĞĚ  ‘ƚĞƌƚŝĂƌǇ ĚĞǀŝĂŶƚƐ ? ?Such primary, 
secondary and tertiary levels of deviance along with the different sociological 
perspectives and vantage points of forensic psychiatry are represented 
diagrammatically in Figure 1: Applying Deviancy Theory to Forensic 
Psychiatry. It is this population of tertiary deviants within the field of forensic 
psychiatry that will form the main focal point of this thesis. 
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FIGURE 1: APPLYING DEVIANCY THEORY TO FORENSIC PSYCHIATRY  
 
LAW 
Absolutist/Moralistic Perspective (Adler & Adler, 2006) 
PSYCHIATRY 
Relativist Perspective (Becker, 1963; Lemert, 1951; Scheff. 1999) 
 
 
Forensic Psychiatry 
Social Power Perspective 
(Foucault, 1991; 2001; 2003;  Quinney, 1970) 
Deviants among Deviants 
 ‘dĞƌƚŝĂƌǇĞǀŝĂŶƚƐ ? 
 (Lemert, 1951) 
Right Wrong 
Normal Abnormal 
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PART 4: HIGH SECURE HOSPITALS IN ENGLAND 
Reflecting the identification and ensuing needs for the placement of 
individuals who could not be accommodated in either prisons or conventional 
mental health settings, high secure hospitals were developed in order to 
accommodate those considerĞĚďŽƚŚ ‘ŵĂĚĂŶĚďĂĚ ? ? Rather than focusing on 
matters concerning responsibility and justifiability, for which there is already 
an extensive literature, this section will focus upon the development, 
ownership and governance of high security hospitals in England. The 
institution and organisation of the three special hospitals, Broadmoor, 
Ashworth and Rampton, will form the main focal point of this section and will 
explore the history of forensic psychiatry in England and Rampton Hospital in 
particular. 
 
Broadmoor, Ashworth and Rampton each have their own unique histories, 
and their differences perhaps reflect the difficulties in developing institutions 
that accommodate deviants who do not readily conform to pre-existing 
institutions. This section will begin by providing a brief historical overview of 
each of these hospitals before exploring the developments of the hospitals 
since the advent of the Mental Health Act 1959 and the Special Hospitals 
Services Authority. Notable reports, inquiries and ensuing legislative 
documents will be explored. Finally, this section will focus on the current 
ownership, management and governance of Rampton Hospital, the 
organisation that has provided the context for this thesis. Studying the history 
and development of high secure hospitals provides insight into why and how 
these institutions became established in the social control of deviants. 
Exploration of changes to the Mental Health Acts enables deeper 
understanding of some of the wider socially evolving attitudes towards those 
contained. Finally, findings from the investigations, reports and inquiries into 
these services,  unveils prior  inherent working cultures and reasons for some 
of the contemporary forms of governance, management and practice.  
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BROADMOOR, ASHWORTH & RAMPTON PRIOR TO THE MENTAL HEALTH ACT 
1959 
BROADMOOR 
The placement of mentally ill offenders has long been a topic of debate, 
particularly since these individuals do not automatically conform to the 
traditional institutions of criminal or psychiatric systems (Bartlett, 1993; 
Hamilton, 1985; Parker, 1985). During the late eighteenth and early 
nineteenth centuries, asylums were deemed to lack the security provisions 
required to accommŽĚĂƚĞ  ‘ĐƌŝŵŝŶĂů ůƵŶĂƚŝĐƐ ? ? dŚĞƌĞĨŽƌĞ many of these 
patients were confined in prisons (Parker, 1985). Simultaneously, prisons 
were criticised for the mixing of both criminals and the insane, such that the 
mixing of the deviant  ‘bad ? ĂŶĚ ƚŚĞ ĚĞǀŝĂŶƚ  ‘ŵĂĚ ? ǁĂƐ ǀŝĞǁĞĚ ĂƐ  ‘Ă ƐĞƌŝŽƵƐ
Ğǀŝů ? ?ĂƌƚůĞƚƚ ? ? ? ? ? ?,Ăŵilton, 1985: 85; Parker, 1985). The development of a 
ŶĞǁ ŝŶƐƚŝƚƵƚŝŽŶ ĚĞƐŝŐŶĞĚ ƚŽ ĂĐĐŽŵŵŽĚĂƚĞ ƚŚŽƐĞ ĚĞĞŵĞĚ ďŽƚŚ  ‘ŵĂĚ ? ĂŶĚ
 ‘ďĂĚ ?was therefore required. 
 
Broadmoor, situated on the Surrey-Berkshire border, was commissioned to be 
purposefully built ĂƐĂ ‘ƌŝŵŝŶĂů >ƵŶĂƚŝĐƐƐǇůƵŵ ? ?ĂŶĚǁĂƐĨŽƌŵĂůůǇŽƉĞŶĞĚŝŶ
1863 (Black, 2003; Hamilton, 1985; Parker, 1985). It was owned and governed 
by the Home Office, who controlled all admissions and discharges (Black, 
2003; Hamilton, 1985). In 1949, the Board of Control for Lunacy and Mental 
Deficiency (by this time under the Ministry of Health) took over the 
management of Broadmoor Hospital under the provision of the Criminal 
Justice Act 1948 (Hamilton, 1985). However, all admissions and discharges to 
and from the hospital remained under Home Office control (Hamilton, 1985). 
Thus the dual management of Broadmoor by both health and legal 
departments had begun. 
 
The types of patients admitted to Broadmoor were, however, Ăůů  ‘ŽĨĨĞŶĚĞƌƐ ?
up until the Mental Health Act 1959. These offender patients were admitted 
ƵŶĚĞƌƚŚƌĞĞĐĂƚĞŐŽƌŝĞƐ ?  ‘ŐƵŝůƚǇďƵƚ ŝŶƐĂŶĞ ? ?  ‘ŝŶƐĂŶĞŽŶĂƌƌĂŝŐŶŵĞŶƚ ?Žƌ  ‘ƚŝŵĞ-
ƐĞƌǀŝŶŐƉƌŝƐŽŶĞƌƐ ?  ?ůĂĐŬ ?  ? ? ? ? ? ?  ‘'ƵŝůƚǇďƵƚ ŝŶƐĂŶĞ ? ƉĂƚŝĞŶƚƐǁĞƌĞƚŚŽƐĞǁŚŽ
were successful in their insanity plea during trial and were thus detained at 
,Ğƌ DĂũĞƐƚǇ ?Ɛ WůĞĂƐƵƌĞ ? ^ŽŵĞŽŶĞ ǁŚŽ ǁĂƐ ŝŶƐĂŶĞ Ăƚ ƚŚĞ ƚŝŵĞ ŽĨ ƚŚĞ ƚƌŝĂů
ǁŽƵůĚďĞĐŽŶƐŝĚĞƌĞĚ  ‘ŝŶƐĂŶĞŽŶĂƌƌĂŝŐŶŵĞŶƚ ?ĂŶĚƚŚĞƌĞĨŽƌĞĚĞƚĂŝŶĞĚĂƚ Her 
DĂũĞƐƚǇ ?ƐWůĞĂƐƵƌĞ ?ƚŚĞŽƌĞƚŝĐĂůůǇƵŶƚŝůƚŚĞƉĞƌƐŽŶǁĂƐ considered fit to stand 
trial, although in practice this rarely happened as patients were most often 
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detained until deemed fit for release (Black, 2003). These two classifications 
ǁĞƌĞŽĨƚĞŶƌĞĨĞƌƌĞĚƚŽĂƐ ‘ƉůĞĂƐƵƌĞƉĂƚŝĞŶƚƐ ?ƐŝŶĐĞďŽƚŚŐƌŽƵƉƐǁĞƌĞĚĞƚĂŝŶĞĚ
 ‘ƵŶƚŝů ,Ğƌ DĂũĞƐƚǇ ?Ɛ WůĞĂƐƵƌĞ ďĞ ŬŶŽǁŶ ?  ?ůĂĐŬ, 2003; Parker, 1985). Time 
serving prisoners were those who had already been sentenced but later found 
ƚŽďĞƵŶƐƵŝƚĂďůĞĨŽƌƉƌŝƐŽŶĨŽƌƌĞĂƐŽŶƐŽĨ ‘ŵĞŶƚĂůŝůůŶĞƐƐ ?ĂŶĚƐŽƚƌĂŶƐĨĞƌƌĞĚƚŽ
ƌŽĂĚŵŽŽƌ ĨƌŽŵ ƉƌŝƐŽŶƐ ƌĂƚŚĞƌ ƚŚĂŶ ƚŚĞ ĐŽƵƌƚƐ  ?ůĂĐŬ ? ? ? ? ? ? ?  ‘dŝŵĞ ƐĞƌving 
ƉƌŝƐŽŶĞƌƐ ‘ǁĞƌĞŽĨƚĞŶƌĞĨĞƌƌĞĚƚŽĂƐ ‘ĐŽŶǀŝĐƚƐ ?Žƌ ‘ƚŝŵĞŵĞŶŽƌǁŽŵĞŶ ? ?ůĂĐŬ ?
2003; Hamilton, 1985; Parker, 1985). 
 
So, within an institution for offender patients, distinctions were still clearly 
made which tended to separate the deviant  ‘ŵĂĚ ?ĨƌŽŵƚŚĞĚĞǀŝĂŶƚ ‘ďĂĚ ? ?The
two groups were completely separated to accommodate differences in 
management and treatment regimes. As Parker (1985: 23) says:  ‘ƚŚĞ ,DW
cases were found to be ideal patients, treatable and well-behaved, whose 
crimes were a result of their insanity. In contrast the convicts were disruptive, 
many were dangerous, they required constant supervision, and their insanity 
ǁĂƐ ƚŚŽƵŐŚƚ ƚŽ ƌĞƐƵůƚ ĨƌŽŵ ƚŚĞŝƌ ĐƌŝŵŝŶĂů ůŝĨĞƐƚǇůĞƐ ?. As such, the attitudes 
towards pleasure patients and towards convicts appeared to be as divided as 
the patients themselves, and the development of an institution to 
ĂĐĐŽŵŵŽĚĂƚĞ ƚŚŽƐĞ ĐŽŶƐŝĚĞƌĞĚ  ‘ĚŽƵďůǇ ĚĞǀŝĂŶƚ ?was fraught with new and 
different challenges by those continuing to deviate from institutional rules, 
norms and expectations (Parker, 1985). 
 
ASHWORTH  
Ashworth, the newest of the three high secure hospitals, was formerly two 
separate hospitals; Moss Side and Park Lane. These were the only high secure 
hospitals never to have been directly managed by the Home Office. Moss 
Side, located just north of Liverpool was purchased by the Board of Control in 
 ? ? ? ? ĂŶĚ ŝŶƚĞŶĚĞĚ ĨŽƌ  ‘ǀŝŽůĞŶƚ ĂŶĚ ĚĂŶŐĞƌŽƵƐ ŵĞŶƚĂů ĚĞĨĞĐƚŝǀĞƐ ? ƐŝŵŝůĂƌ ƚŽ
those patients admitted to Rampton (Bartlett, 1993; Hamilton, 1985). 
Between 1914 and 1918, however, Moss Side was controlled by the War 
Office for shell-shocked patients (Bartlett, 1993), and between 1920 and 
1933, Moss Side was leased to the Ministry of Pensions to accommodate the 
 ‘ĞƉŝůĞƉƚŝĐ ĐŽůŽŶǇ ? ?ĂŶŽƚŚĞƌŐƌŽƵƉǁŚŽŵƐŽĐŝĞƚǇ ŝĚĞŶƚŝĨŝĞĚĂƐĚĞǀŝĂŶƚƐĚƵƌŝŶŐ
that time (Bartlett, 1993; Hamilton, 1985). It was therefore not until late 1933 
that the hospital was reopened and became firmly established as a State 
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Institution for Mental Defectives under the management of the Board of 
Control.  
 
The Park Lane part of Ashworth, opposite Moss Side Hospital, was not built 
until after the introduction of the Mental Health Act 1959. Opening in 1974, 
having faced much local opposition (Bartlett, 1993), it was originally intended 
to accommodate psychopathic and mentally ill patients. It was not until 1989 
that Moss Side and Park Lane Hospitals were amalgamated under the Special 
Hospitals Services Authority to form Ashworth High Secure Hospital (Bartlett, 
1993). 
 
RAMPTON 
Rampton Hospital was originally constructed with the intention of serving 
similar purposes as Broadmoor. The types of patients accommodated at 
Rampton, however, were quite different to those at Broadmoor, almost from 
the very beginning. Rampton Hospital is situated in the North 
Nottinghamshire countryside, near the town of Retford. Rampton opened on 
1 October 1912 as a Criminal Lunatic Asylum to alleviate some of the 
pressures on Broadmoor, since, by this time, Broadmoor was full to capacity 
(Hamilton, 1985; Parker, 1985). 
 
Originally owned and managed by the Home Office until 1920, Rampton was 
then passed over to the management of the Board of Control for Lunacy and 
DĞŶƚĂů ĞĨŝĐŝĞŶĐǇƵŶĚĞƌ ƚŚĞDĞŶƚĂůĞĨŝĐŝĞŶĐǇĐƚ  ? ? ? ? ďĞĐŽŵŝŶŐĂ  ‘ƐƚĂƚĞ
instiƚƵƚŝŽŶ ĨŽƌ ŵĞŶƚĂů ĚĞĨĞĐƚŝǀĞƐ ǁŝƚŚ ĚĂŶŐĞƌŽƵƐ ĂŶĚ ǀŝŽůĞŶƚ ƉƌŽƉĞŶƐŝƚŝĞƐ ?
(Hamilton, 1985: 87). This marked the beginning of two main differences 
between Broadmoor and Rampton; the former accepting only offender 
ƉĂƚŝĞŶƚƐ ŽĨ  ‘ŶŽƌŵĂů ŝŶƚĞůůŝŐĞŶĐĞ ? ĂŶĚ ƚŚĞ ůĂƚƚĞƌ accepting both offender and 
non-ŽĨĨĞŶĚĞƌ ƉĂƚŝĞŶƚƐ ĂƐ ǁĞůů ĂƐ ƚŚŽƐĞ ŽĨ  ‘ƐƵďŶŽƌŵĂů ŝŶƚĞůůŝŐĞŶĐĞ ?  ?ĂƌƚůĞtt, 
1993; Street & Tong, 1960). 
 
Patients at Rampton could therefore be admitted or transferred via courts, 
prisons or other mental institutions (Street & Tong, 1960). Up until the 
Second World War, all staff were required to live on site and women had to 
resign upon marriage, creating a particularly insular community 
(Nottinghamshire Healthcare NHS Trust, 2007). With the National Health 
Service Act 1946, the Ministry of Health became the new owners of the 
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institution in 1948, and for the first time, Rampton became officially 
recognised as a hospital despite still being managed by the Board of Control 
(Parker, 1985; Street & Tong, 1960).  
 
THE MENTAL HEALTH ACTS 1959 AND 1983 
THE MENTAL HEALTH ACT 1959 
The Mental Health Act 1959 had a huge impact on the reform of mental 
health services as well as the patients admitted to the three high secure 
ŚŽƐƉŝƚĂůƐ ? dŚĞ ůĂŶŐƵĂŐĞ ƐŚŝĨƚĞĚ ĨƌŽŵ ƚŚĂƚ ŽĨ  ‘ůƵŶĂƚŝĐƐ ? ƚŽ  ‘ŵĞŶƚĂů ? ĂŶĚ
 ‘ƉƐǇĐŚŝĂƚƌŝĐƉĂƚŝĞŶƚƐ ? ?ůĂĐŬ ? ? ? ? ? ? ?ƌŽĂĚŵŽŽƌ ?ZĂŵƉƚŽŶĂŶĚƐŚǁŽƌƚŚǁĞƌĞ
no longer referred to as asylums or institutions, but instead became 
ƌĞĐŽŐŶŝƐĞĚĂƐ  ‘ƐƉĞĐŝĂůŚŽƐƉŝƚĂůƐ ?  ?ĂƌƚůĞƚƚ ?  ? ? ? ? ?EŽƚƚŝŶŐŚĂŵƐŚŝƌĞ,ĞĂůƚŚĐĂƌĞ
NHS Trust, 2007; Parker, 1985). The Mental Health Act 1959, in addition, 
ŽƵƚůŝŶĞĚ ĨŽƵƌ ĐĂƚĞŐŽƌŝĞƐ ŽĨ  ‘ŵĞŶƚĂů ĚŝƐŽƌĚĞƌ ? ŝŶ the course of defining how 
ĚŝŵŝŶŝƐŚĞĚ ƌĞƐƉŽŶƐŝďŝůŝƚǇ ǁŽƵůĚ ďĞ ĐůĂƐƐŝĨŝĞĚ ? ŶĂŵĞůǇ ?  ‘ŵĞŶƚĂů ŝůůŶĞƐƐ ? ?
 ‘ƐƵďŶŽƌŵĂůŝƚǇ ? ?  ‘ƐĞǀĞƌĞ ƐƵďŶŽƌŵĂůŝƚǇ ? ĂŶĚ  ‘ƉƐǇĐŚŽƉĂƚŚǇ ? (Mental Health Act, 
1959, Black, 2003). 
 
Subsequently, the Homicide Act 1957 and the Mental Health Act 1959 worked 
alongside one another in addressing the outcomes for patients. Patients were 
ŶŽůŽŶŐĞƌĚĞĞŵĞĚ ‘ŐƵŝůƚǇďƵƚŝŶƐĂŶĞ ?ŽƌĚĞƚĂŝŶĞĚ ‘ƵŶƚŝůHer MajĞƐƚǇ ?ƐWůĞĂƐƵƌĞ
ďĞŬŶŽǁŶ ? ?/ŶƐƚĞĂĚ ?ƵŶĚĞƌƚŚĞŶĞǁĐƚƐ ?ĂǀĞƌĚŝĐƚǁŽƵůĚďĞƌĞĂĐŚĞĚŝŶĐŽƵƌƚ
as to whether or not a person was of diminished responsibility. It was only 
then, after a verdict had been reached, that a classification of mental disorder 
would be decided upon (Black, 2003). If evidence of disorder was found, it 
would likely result in a hospital order rather than a prison sentence (Black, 
2003). If the patient were considered likely to pose further dangers to the 
ƉƵďůŝĐ ?Ă ‘ƌĞƐƚƌŝĐƚŝŽŶŽƌĚĞƌ ?ĐŽƵůĚďĞƉůĂĐĞĚƵƉŽŶƚŚĞƉĞƌƐŽŶ ?ƐĚŝƐĐŚĂƌŐĞƐƵĐŚ
that the authority for discharge would be restricted to being upon a Home 
Office decision rather than hospital authority alone (Black, 2003). 
 
Convicted prisoners could still be transferred to the special hospitals, 
ĐŽŵƉĂƌĂďůĞƚŽƚŚĞŽůĚůĞŐŝƐůĂƚŝŽŶŽĨ ‘ƚŝŵĞ ?ƉĂƚŝĞŶƚƐ ?,ŽǁĞǀĞƌ ?ƚŚĞƐĞƉƌŝƐŽŶĞƌƐ
could now also be subject to Home Office restrictions. Furthermore, people 
awaiting trial could be transferred to psychiatric facilities including special 
hospitals for periods of assessment. With the development of regional secure 
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units, the transfer of civil patients into and out of special hospitals was further 
ĨĂĐŝůŝƚĂƚĞĚ ?dŚƵƐ ?ĂůůƚŚƌĞĞƐƉĞĐŝĂůŚŽƐƉŝƚĂůƐŶŽǁĂĚŵŝƚƚĞĚŽĨĨĞŶĚĞƌ ? ‘ĐƌŝŵŝŶĂů ? ?
and non-ŽĨĨĞŶĚĞƌ  ? ‘Đŝǀŝů ? ? ƉĂƚŝĞŶƚƐ ? ŽĨ ĞŝƚŚĞƌ  ‘ŶŽƌŵĂů ? Žƌ  ‘ƐƵďŶormal 
ŝŶƚĞůůŝŐĞŶĐĞ ? ? ^ŝŵŝůĂƌůǇ ?the language of patients changed from pleasure 
patients and time serving prisoners or convicts to civil and criminal patients, 
and so too did the types of patients accommodated in each of the three 
special hospitals, creating, at least in theory, a more uniform patient 
population across all three hospitals (Bartlett, 1993). 
 
THE MENTAL HEALTH ACT 1983 
The Mental Health Act 1983 served to lessen the divide between mental 
illness and what had bĞĞŶƚĞƌŵĞĚ ‘ŵĞŶƚĂůĚĞĨŝĐŝĞŶĐǇ ? ?ƐŝŶĐĞƚŚĞƐĞǁĞƌĞŶŽǁ
both set out under one Act. All four categories of patients moved from the 
courts, prisons and other psychiatric hospitals could then be admitted to any 
of the three secure hospitals. The Act consolidated such changes in 
ůĞŐŝƐůĂƚŝŽŶ ? ĨŽĐƵƐŝŶŐ ĨƵƌƚŚĞƌ ŽŶ ƉĂƚŝĞŶƚƐ ? ƌŝŐŚƚƐ ĂŶĚƚŚĞ ŝŶƚĞŶƚŝŽŶ ŶŽƚ ƚŽ
compulsorily detain unless absolutely necessary (Black, 2003; Boardman, 
2005; Mental Health Act, 1983). Furthermore, the Board of Control was 
abolished and the three special hospitals were placed under the management 
of the Ministry of Health, now the Department of Health (Parker, 1985). 
 
Although concerns surrounding the special hospitals having too much of a 
custodial emphasis never ceased, the management of the organisations at 
least appeared to move towards a healthcare agenda (Evans & Oyebode, 
2000; Gunn, 1994; Higgins, 1996). Changes in ownership, governance and 
language therefore contributed towards subtle shifts in institutional values, 
practices and management of such deviants. Finally, during the same period, 
regional medium secure units were proposed and established, to 
accommodate those considered less violent and dangerous and requiring 
lower levels of security. 
 
REPORTS & INQUIRIES SHAPING HIGH SECURE SERVICES  
Reports, inquiries and legislation have all served to influence and transform 
the face of high secure forensic mental health services. Throughout the past 
few decades, several reports and inquiries have had transformational effects 
on high secure services. These have most notably included the Ashworth 
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Inquiry and Boynton Reports, alongside investigations into the deaths of three 
patients at Broadmoor following restraint. The Ashworth Inquiry is perhaps 
the most monumental inquiry of all those conducted within high secure 
services to date and was certainly the most extensive inquiry of its time (Kaye 
& Franey, 1998). 
 
THE ASHWORTH INQUIRY 
The Ashworth Inquiry, also frequently referred to as the Fallon Inquiry, was 
conducted amidst allegations by a former patient of corruption on the 
Personality Disorder Unit (PDU) at Ashworth Hospital (Fallon, Bluglass & 
ĚǁĂƌĚƐ ?  ? ? ? ? ? ? ŵŽŶŐƐƚ ƚŚĞƐĞ ĂůůĞŐĂƚŝŽŶƐ ǁĞƌĞ  ‘ƚŚĞ ŵŝƐƵƐĞ ŽĨ ĚƌƵŐƐ ĂŶĚ
alcohol, financial irregularities, possible paedophile activity and the 
availability oĨƉŽƌŶŽŐƌĂƉŚŝĐŵĂƚĞƌŝĂůŽŶƚŚĞhŶŝƚ ? ?&ĂůůŽŶ ?ůƵŐůĂƐƐ ?ĚǁĂƌĚƐ ?
1999: iii). Alarmingly, these allegations were found to be largely accurate with 
ŚŽƐƉŝƚĂů ƉŽůŝĐŝĞƐ ďĞŝŶŐ ŝŐŶŽƌĞĚ ? ƐĞĐƵƌŝƚǇ ƉƌŽĐĞĚƵƌĞƐ ďĞŝŶŐ  ‘ŐƌŽƐƐůǇ
ŝŶĂĚĞƋƵĂƚĞ ? ? ƐƚĂĨĨ ŵĂůƉƌĂĐƚŝĐĞ ? ŶĞŐůĞĐƚ ŽǀĞƌ Ă ĐŚŝůĚ ?Ɛ ƉƌŽƚĞĐƚŝŽŶ ? ĂŶĚ ƐĞŶŝŽƌ
ŵĂŶĂŐĞƌƐďĞŝŶŐ ďŽƚŚ  ‘ŽƵƚŽĨ ƚŽƵĐŚ ? ĂŶĚ  ‘ƚŽƚĂůůǇ ƵŶĂďůĞƚŽ ĐŽŶƚƌŽů ƚŚŝƐ ůĂƌŐĞ
ŝŶƐƚŝƚƵƚŝŽŶ ?  ?&ĂůůŽŶ ? ůƵŐůĂƐƐ  ? ĚǁĂƌĚƐ ?  ? ? ? ? P ŝŝŝ ? ?/ŶĚĞĞĚ ĂŵŽŶŐƐƚ ƚŚĞ
/ŶƋƵŝƌǇ ?ƐƌĞĐŽŵŵĞŶĚĂƚŝŽŶƐǁĂƐthat  Ashworth be closed.  
 
THE BOYNTON INQUIRY 
The Boynton Inquiry was conducted in 1980 at Rampton Hospital. This Inquiry 
ǁĂƐ ĐŽŶĚƵĐƚĞĚ ĨŽůůŽǁŝŶŐ ƚŚĞ ƐĐƌĞĞŶŝŶŐ ŽĨ ƚŚĞ Ĩŝůŵ  ‘dŚĞ ^ĞĐƌĞƚ ,ŽƐƉŝƚĂů ?, in 
which allegations were made of the ill-treatment of patients by staff (Boynton 
et al., 1980). Upon this report, Rampton was criticised as possessing an 
 ‘ŝŶƐƚŝƚƵƚŝŽŶĂůŝŶĞƌƚŝĂ ? ?being outdated and too custodial in manner (Boynton et 
al., 1980). In particular, the hospital was criticised for its strict rigidity in 
discipline and routines, its overemphasis on security rather than therapy, and 
its lack of patient integration (Boynton et al., 1980). In short, Rampton 
Hospital was criticised for being too closed and isolated and having too great 
ĂŶĞŵƉŚĂƐŝƐŽŶĐŽŶƚĂŝŶŵĞŶƚ ? ůĂƚĞƌ ĨŽůůŽǁƵƉƌĞƉŽƌƚ  ‘WƌĞũƵĚŝĐĞĂŶĚWƌŝĚĞ ?, 
conducted ten years after the Boynton Report, found conditions to be much 
improved (Dick et al., 1990). 
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THE BROADMOOR DEATHS 
The three patients who died at Broadmoor Hospital between 1984 and 1993 
were young Afro-Caribbean men; Michael Martin (1984), Joseph Watts (1988) 
and Orville Blackwood (1991) (Kaye & Franey, 1998). All had been involved in 
struggles during restraint, and each was forcibly medicated and subsequently 
placed in seclusion where they died  (Kaye & Franey, 1998; SHSA, 1985; 1990; 
1993). Whilst these are the most notable patient deaths related to the use of 
coercive measures within high secure hospitals, they are by no means the 
only patient deaths associated with the use of restraint and seclusion (SHSA, 
2003). These patient deaths sparked mass debates surrounding the use of 
coercive measures and the levels of risks involved with such practices 
(Paterson et al., 2003). 
 
What resulted from these reports was the tightening of institutional controls, 
policies and governance surrounding such practices. Recommendations were 
made for appropriate staff training into restraint, seclusion, rapid 
tranquilisation and resuscitation. Explicit rules, regulations and indications 
were outlined with regards to when these controversial sanctions can and 
should be used. Furthermore, staff were to closely monitor patients not only 
during restraint but also after the administration of rapid tranquillisation and 
whilst in seclusion. The experiences of being under scrutiny by inquisitive 
media and under obligation to answer to government authority can be 
assumed to have made strong contributions to institutional roles, work and 
practices.  
 
HOSPITAL POLICIES ON THE USE OF COERCIVE MEASURES 
Inquisitive media, deaths involving the use of coercive measures, public 
inquiries, and moral and ethical debates have each led to detailed and 
thoroughly monitored policies and procedures governing the use of coercive 
measures. Each of the three high secure hospitals have their own local 
policies on the use of coercive measures, reflecting national guidelines 
(Department of Health, 2008; 2011; NICE, 2005) and recommendations 
outlined from those Reports and Inquiries (SHSA, 1985; 1990; 1992; 1993; 
2003). 
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Due to the levels of security and bureaucracy in place to maintain the security 
arrangements of each of these hospitals, the researcher was only privy to 
those hospital policies in which this study is located. It is these policies, in 
place during the time of data collection, for the uses of restraint, seclusion, 
segregation and rapid tranquillisation that will now be summarised in turn.  
 
RESTRAINT 
Restraint is broadly divided into two types, namely; physical or mechanical; 
each with the purposes of restricting patient movement. Physical restraint is 
where a patient is held by at least one member of staff, whereas mechanical 
restraint involves the use of a device, such as a belt (Department of Health, 
2008; NICE, 2005). The types of holds and mechanical devices may vary 
between countries. In England and Wales however, patients are not allowed 
to be tied to furniture where mechanical restraints are used. 
 
The use of restraint, as set out by the hospital, is divided into policies relating 
to physical restraint, mechanical restraints, and the use of handcuffs. 
Interestingly, the policy on physical restraint comes under the umbrella of 
 ‘ƉƌĞǀĞŶƚŝŶŐ ? ŵŝŶŝŵŝƐŝŶŐ ĂŶĚ ŵĂŶĂŐŝŶŐ ĂŐŐƌĞƐƐŝǀĞ ĂŶĚ ǀŝŽůĞŶƚ ďĞŚĂǀŝŽƵƌ ?
(Nottinghamshire Healthcare NHS Trust, 2012a), with a separate policy titled 
 ‘ƉŽƐƚ ƌĞƐƚƌĂŝŶƚ ƉƌŽĐĞĚƵƌĞ ?  ?EŽƚƚŝŶŐŚĂŵƐŚŝƌĞ ,ĞĂůƚŚĐĂƌĞE,^ dƌƵƐƚ ?  ?011a). 
dŚĞŚŽƐƉŝƚĂůƉŽůŝĐǇŽƵƚůŝŶĞƐƚŚĂƚ ‘ƚŚĞƉƵƌƉŽƐĞŽĨƉŚǇƐŝĐĂůƌĞƐƚƌĂŝŶƚŝƐƉƌŝŵĂƌŝůǇ
to take immediate safe control of a dangerous situation by containing or 
ůŝŵŝƚŝŶŐ ƚŚĞ ƉĂƚŝĞŶƚ ?Ɛ ĨƌĞĞĚŽŵ ?  ?EŽƚƚŝŶŐŚĂŵƐŚŝƌĞ ,ealthcare NHS Trust, 
2012a: 7). dŚĞƚǇƉĞŽĨƉŚǇƐŝĐĂůŝŶƚĞƌǀĞŶƚŝŽŶ ‘ŵƵƐƚĂŵŽƵŶƚƚŽĂƉƌŽƉŽƌƚŝŽŶĂƚĞ ?
ůĞŐĂů ? ĂĐĐĞƉƚĂďůĞ ? ŶĞĐĞƐƐĂƌǇ ĂŶĚ ƌĞĂƐŽŶĂďůĞ ƌĞƐƉŽŶƐĞ ƚŽ ƚŚĞ ĐŝƌĐƵŵƐƚĂŶĐĞƐ ?
(Nottinghamshire Healthcare NHS Trust, 2012a: 8); with the most common 
ƌĞĂƐŽŶƐ ĨŽƌ ƌĞƐƚƌĂŝŶƚ ĐŝƚĞĚ ĂƐ ?  ‘ƉŚǇƐŝĐĂů ĂƐƐĂƵůƚ ? ĚĂŶŐĞƌŽƵƐ ƚŚƌĞĂƚĞŶŝŶŐ Žƌ
destructive behaviour and non-compliance ǁŝƚŚ ŵĂŶĚĂƚĞĚ ƚƌĞĂƚŵĞŶƚ ?
(Nottinghamshire Healthcare NHS Trust, 2012a: 7). Staff are required to 
undergo levels of training identified by their managers with annual updates 
being a mandatory requirement. 
 
The post restraint procedure outlines that a physical assessment of the 
patient by a junior doctor must be conducted as soon as possible after the 
event and any injuries must be recorded (Nottinghamshire Healthcare NHS 
Trust, 2011a). An incident form must be completed, all staff involved in the 
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restraint procedure recorded and details of the incident documented in the 
ƉĂƚŝĞŶƚ ?ƐŶŽƚĞƐ  ?EŽƚƚŝŶŐŚĂŵƐŚŝƌĞ,Ğalthcare NHS Trust, 2011a). Any injuries 
sustained must be followed up appropriately (Nottinghamshire Healthcare 
NHS Trust, 2011a). 
 
DĞĐŚĂŶŝĐĂůƌĞƐƚƌĂŝŶƚƐĂƌĞĚĞĨŝŶĞĚ ŝŶŚŽƐƉŝƚĂůƉŽůŝĐǇĂƐďĞŝŶŐ  ‘ƚŚĞĂƉƉůŝĐĂƚŝŽŶ
and use of specialised materials or therapeutic aids designed to significantly 
restrict the free movement of an individual, with the intention of preventing 
ŝŶũƵƌǇ ?  ?EŽƚƚŝŶŐŚĂŵƐŚŝƌĞ ,ĞĂůƚŚĐĂƌĞ E,^ dƌƵƐƚ ?  ? ? ? ?ď P  ? ? ? /Ŷ ĂĚĚŝƚŝŽŶ, 
ŵĞĐŚĂŶŝĐĂů ƌĞƐƚƌĂŝŶƚƐĂƌĞ ŝĚĞŶƚŝĨŝĞĚĂƐ  ‘ƚŚĞ ŵŽƐƚ ƌĞƐƚƌŝĐƚŝǀĞƉŽƐƐŝďůĞ ůevel of 
ƌĞƐƉŽŶƐĞ ƚŽĂĐƚƵĂůǀŝŽůĞŶĐĞ ?  ?EŽƚƚŝŶŐŚĂŵƐŚŝƌĞ,ĞĂůƚŚĐĂƌĞE,^dƌƵƐƚ ?  ? ? ? ?ď P
2). Three situations are outlined for their use: 
i) Exceptional and unexpected circumstances, such as emergency 
situations; 
ii) Short term use, such as planned transfers and reintegration, and; 
iii) LŽŶŐƚĞƌŵƵƐĞ ?ƉůĂŶŶĞĚƵƐĞǁŚĞƌĞ ‘ƉĂƚŝĞŶƚƐ ? behaviours cannot be 
managed ŝŶ ůĞƐƐ ƌĞƐƚƌŝĐƚŝǀĞ ǁĂǇƐ ?  ?EŽƚƚŝŶŐŚĂŵƐŚŝƌĞ ,ealthcare 
NHS Trust, 2012b: 5). 
 
Where the use of mechanical restraint is planned, the Responsible Clinician 
(the consultant psychiatrist or occasionally another clinician holding legal 
responsibility for that patient under the Mental Health Act) must make a 
formal application to the Executive Manager, a second opinion must be 
obtained from another Clinical Directorate and all staff involved to be trained 
appropriately in their use and physical observations and monitoring of the 
patient. 
 
The main use of handcuffs is identified as being while patients are  ‘ŽŶůĞĂǀĞŽĨ
ĂďƐĞŶĐĞƐ ĨƌŽŵ ƚŚĞ ŚŽƐƉŝƚĂů ?, ǁŚĞƌĞ ŚĂŶĚĐƵĨĨƐ ĂƌĞ  ‘ĂƉƉůŝĞĚ ĂƐ Ă safeguard 
against a serious threat of ŚĂƌŵ ƚŽ ƚŚĞ ƉƵďůŝĐ ? ƉĂƚŝĞŶƚƐ Žƌ ƐƚĂĨĨ ?
(Nottinghamshire Healthcare NHS Trust, 2011b: 1). Different types of 
handcuffs are identified, and patients must only be handcuffed to a member 
of staff of the same gender (Nottinghamshire Healthcare NHS Trust, 2011b). 
Staff are to be appropriately trained, risk assessment plans are to be in place, 
and handcuffs carried at all times, even if not applied, where patients are on 
leave of absence (Nottinghamshire Healthcare NHS Trust, 2011b). Where 
handcuffs are applied, this must be documented (Nottinghamshire Healthcare 
NHS Trust, 2011b). 
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SECLUSION 
Seclusion is defined as the placement of a patient in a locked room that has 
been specifically designed for this purpose (Department of Health, 2008; 
NICE, 2005). Hospital policy dictates that seclusion should normally take place 
in specially designated seclusion room, used as a last resort and for the 
shortest time possible (Nottinghamshire Healthcare NHS Trust, 2012d). The 
decision to seclude and to terminate seclusion may be made by the 
Responsible Clinician, Nurse in Charge or the Site Manager, however, 
 ‘ƚŚƌŽƵŐŚŽƵƚ ƚŚĞ ƉĞƌŝŽĚ ŽĨ ƐĞĐůƵƐŝŽŶ ? Ă ƐƵŝƚĂďůǇ ƐŬŝůůĞĚ ƉƌŽĨĞƐƐŝŽŶĂů ǁŝůů ďĞ
readily available within sight and sounĚ ŽĨ ƚŚĞ ƐĞĐůƵƐŝŽŶ ƌŽŽŵ ?
(Nottinghamshire Healthcare NHS Trust, 2012d: 3). 
 
Patients must be reviewed every two hours by two nurses; one of whom was 
not directly involved in the decision to seclude, and every four hours by a 
doctor or approved clinician (Nottinghamshire Healthcare NHS Trust, 2012d). 
If the period of seclusion lasts longer than fourteen days, an Independent 
Review should take place, a specific management plan developed and the use 
of longer term segregation considered (Nottinghamshire Healthcare NHS 
Trust, 2012d). 
 
SEGREGATION 
Segregation is defined as the placement of a patient in a locked room which 
ŵĂǇ ĞŝƚŚĞƌ ďĞ ƚŚĞ ƉĂƚŝĞŶƚ ?Ɛ ďĞĚƌŽŽŵ Žƌ ǁŚĞƌĞ ŐƌĞĂƚĞƌ ƌĞƐƚƌŝĐƚŝŽŶƐ ĚĞĞŵĞĚ
necessary, within a room designed specifically for this purpose. The use of 
longer term segregation was a relatively new intervention within the hospital, 
outlined as a revised section within the hospital policy on seclusion at the 
time of data collection. The policy for longer term segregation remains a joint 
policy with seclusion to date, however, provides clearer guidelines than 
before (Nottinghamshire Healthcare NHS Trust, 2013). The indications for 
ƵƐŝŶŐƐĞŐƌĞŐĂƚŝŽŶĂƌĞŽƵƚůŝŶĞĚĂƐ ‘ĨŽƌĂƐŵĂůůŶƵŵďĞƌŽĨƉĂƚŝĞŶƚƐǁŚŽĂƌĞŶŽƚ
responsive to the short term management of vioůĞŶĐĞ ĂŶĚ ĂŐŐƌĞƐƐŝŽŶ ?
(Nottinghamshire Healthcare NHS Trust, 2012d: 9). Where segregation is 
used, a management plan must be developed and agreed upon by the 
Seclusion Monitoring Group within the hospital (Nottinghamshire Healthcare 
NHS Trust, 2012d). The policies outlined above therefore highlight the levels 
of institutional control surrounding staff training, expectations and 
requirements in the event of coercive measures being necessitated.  
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RAPID TRANQUILLISATION 
Rapid tranquillisation is considered to be the administration of medication, 
via intramuscular injection, ĂŐĂŝŶƐƚĂƉĂƚŝĞŶƚ ?Ɛǁŝůů ?E/ ? ? ? ? ? ? ?dŚĞƉƌŝŶĐŝƉůĞƐ
ĨŽƌƚŚĞƵƐĞŽĨƌĂƉŝĚƚƌĂŶƋƵŝůůŝƐĂƚŝŽŶĂƌĞŽƵƚůŝŶĞĚĂƐĂ ‘ƐƚƌĂƚĞŐǇƵƐĞĚƚŽŵĂŶĂŐĞ
severely disturbed behaviour [where] other strategies, such as de-escalation, 
time-ŽƵƚ ? ƐĞĐůƵƐŝŽŶ Žƌ ŽƌĂů ŵĞĚŝĐĂƚŝŽŶ ? ŚĂǀĞ ĨĂŝůĞĚ ?  ?EŽƚƚŝŶŐŚĂŵƐŚŝƌĞ
Healthcare NHS Trust, 2012c: 2). The decision to administer rapid 
tranquillisation must be in consultation between a senior nurse and a doctor 
and the site manager should also be informed (Nottinghamshire Healthcare 
NHS Trust, 2012c). Physical observations including blood pressure, respiratory 
rate, pulse and temperature, and levels of consciousness, as determined using 
the AVPU scale must be monitored and recorded at least every thirty minutes 
during the first hour then hourly and all staff must receive annual training in 
hospital life support and monitoring of patients post-rapid tranquillisation 
(Nottinghamshire Healthcare NHS Trust, 2012c). 
 
RECENT DEVELOPMENTS 
THE SPECIAL HOSPITALS SERVICE AUTHORITY 
In 1989, the management of all three high secure hospitals in England was 
taken over by the Special Hospitals Service Authority (SHSA) (Bartlett, 1993; 
Higgins, 1996). This occurred amidst concerns surrounding the hosƉŝƚĂůƐ ?
organisational structures and lack of common aims and outcomes (Bartlett, 
1993; Department of Health, 1992; Evans & Oyebode, 2000; Higgins, 1996; 
SHSA, 1995). The SHSA brought about changes to the management structures 
of the hospitals, from one of predominantly hierarchical arrangement to one 
of general management, with emphases being placed on improved 
communication between different staff tiers and professional groups (Evans & 
Oyebode, 2000; Higgins, 1996; SHSA, 1995). Multidisciplinary working was 
highlighted and patient interests were brought to the fore (SHSA, 1995). 
 
In particular, priorities were placed on changing the culture and milieu of the 
hospitals from one of custody and containment to one of clinical care and 
treatment (Evans & Oyebode, 2000; Higgins, 1996; SHSA, 1995). The over-
containment and misplacement of individuals within high secure services was 
further addressed through recognising the need to lessen the isolation of high 
secure hospitals through better integration with wider services and the 
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appropriate transfer of patients to less secure services where possible 
(Bartlett, 1993; Evans & Oyebode, 2000; Higgins, 1996; SHSA, 1995). 
 
NHS MANAGEMENT AND THE PURCHASER-PROVIDER SPLIT 
At the same time, the management of NHS services was evolving. In 1991, 
NHS services in England went from being directly managed by health 
authorities to becoming the responsibility of individual NHS Trusts, thus 
emphasising the purchaser-provider split (Abbott, Procter & Iacovou, 2009; 
Boardman, 2005; Higgins, 1996). The High Secure Psychiatric Services 
Commissioning Board (HSPSCB), which superseded the SHSA in 1996, in effect 
ďĞĐĂŵĞ ƚŚĞ  ‘ƉƵƌĐŚĂƐĞƌ ?ŽĨŚŝŐŚ ƐĞĐƵƌĞ ƐĞƌǀŝĐĞƐ ?dŚĞ ,^W^ ? ůŽĐĂƚĞĚ ǁŝƚŚŝŶ
the NHS, was formed with clear aims to align high secure services with 
mainstream NHS services (Higgins, 1996). 
 
Continuing the recommendations of the SHSA, the HSPSCB reiterated the 
need for transparency between all services within the NHS, and in particular 
the integration of high secure services with wider NHS agendas. Each of the 
ƚŚƌĞĞŚŽƐƉŝƚĂůƐǁĞƌĞƚŽďĞĐŽŵĞƐĞƉĂƌĂƚĞĂŶĚ ŝŶĚĞƉĞŶĚĞŶƚ  ‘ƉƌŽǀŝĚĞƌƐ ?ďĞŝŶŐ
individually responsible for the local management of their hospital, whilst the 
HSPSCB would be responsible for the coordination and oversight of all three 
hospitals located within the wider NHS (Higgins, 1996). Broadmoor was to fall 
under the jurisdiction of London NHS Strategic Health Authority, Rampton 
under East Midlands NHS and Ashworth under the North West NHS (DoH, 
2008). Respecting these policy developments, Rampton Hospital became part 
of the new Nottinghamshire Healthcare NHS Trust in 2001 (Nottinghamshire 
Healthcare NHS Trust, 2007). 
 
SECURITY OBLIGATIONS 
All three hospitals continue to be independent service providers under local 
NHS Trusts whilst being overseen by commissioners, however, while 
continuing to work within national NHS policies, the three high secure 
hospitals have mandatory security obligations and as such have not 
completely escaped the prison and legal systems (Department of Health, 
2008; 2010a; 2011). Despite high security hospitals being outlined as serving 
ƚŚĞƉƵƌƉŽƐĞŽĨƉƌŽǀŝĚŝŶŐĂ  ‘ĚŝƐƚŝŶĐƚĂŶĚƐĞƉĂƌĂƚĞĞŶǀŝƌŽŶŵĞŶƚĨƌŽŵƉƌŝƐŽŶƐ ?
(Department of Health, 2010a: 1), their security standards must conform to 
 32 
 
Category B prison standards drawn up by the National Offender Management 
Service (NOMS) (Department of Health, 2008, 2010). 
 
To ensure that these security arrangements are maintained appropriately, 
these security arrangements are audited annually by the prison service 
(Department of Health, 2008; 2010). Due to the patients that high secure 
hospitals contain, the hospitals are also required to work closely with the HM 
Prison Service, Ministry of Justice and police (Department of Health, 2008). 
While the hospitals ethos should be therapeutic, emphases continue to be 
placed upon risk, prevention of absconsion, public protection, physical, 
relational and procedural security, such that a degree of overlap remains 
between the institutions of care and containment (Boardman, 2005; 
Department of Health, 2000; 2008; 2010a; 2010b; 2011). Despite a series of 
reorganisations and changes of emphasis, the very nature of their clientele 
has ensured that the high secure hospitals remain delicately balanced 
between the ideologies of healthcare and those of custodial security.  
 
This emphasis on security necessitates a highly structured environment with 
everyday reminders of the patŝĞŶƚ ?Ɛ status as someone forcibly confined to an 
institution. Unsurprisingly, not all patients accept this readily or all of the 
time. As explored in the previous chapter, not everyone automatically 
conforms to social norms and values. For those who fail to comply with 
institutionally prescribed rules, regimes and practices, further sanctions are 
created to manage such circumstances. Within a high secure hospital context, 
these include the use of coercive measures, specifically restraint, seclusion, 
segregation and forced medication. These increasingly extreme measures, 
sanctions and conseƋƵĞŶĐĞƐĂƌĞĚĞƐŝŐŶĞĚƚŽŵĂŶĂŐĞ  ‘ĚĞǀŝĂŶƚĚĞǀŝĂŶƚƐ ?, and 
they often raise fears, concerns and anxieties regarding safety, clinical, ethical 
and moral dilemmas. As patients become increasingly challenging in their 
behaviours, greater sanctions are required. As sanctions become greater, 
however, the risks and governance of such practices become more 
demanding and increasingly controversial. 
 
This chapter has outlined the notions of labelling theory as applied to 
deviants, and the history and developments of three high secure hospitals in 
England. The identification of deviants and subsequent social responses to 
containing such non-conformists via high secure hospitals have been mutually 
reinforcing. These hospitals have developed in response to an identified need 
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to accommodate those deemed criminal (on the basis of a lawful conviction) 
but too mentally disordered to be accommodated in prison, and those 
deemed mentally disordered but too dangerous or violent to be 
accommodated in conventional mental hospital settings. Of necessity, the 
high secure hospitals are eminently custodial institutions and as a result their 
necessary regulations can sometimes challenge the tolerance of some 
patients. When this happens in these settings there is no further setting to 
turn to, and challenges to the authority of the institution have to be 
accommodated in-house, if necessary by resort to physical restraint, 
tranquillizing medication or confinement. In effect these are ultimate 
sanctions applied in response to deviant behaviours amongst an already 
highly deviant sub-population. 
 
While studies suggest that staff experience strong emotional responses to 
working with violent patients, few studies have examined the emotional 
effects upon staff who are called upon and expected to use such coercive 
methods (Sequiera & Halstead, 2004). The conduct of such measures thereby 
offers an opportunity to study those institutional provisions put in place for 
those deemed highly deviant within a highly structured set of rules governed 
by institutional and organisational contexts. The following chapter provides a 
review of literature to date which has already considered the use of coercive 
measures such as restraint, seclusion and involuntary medication in such 
settings. 
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CHAPTER 2: INSTITUTIONAL AND EMOTIONAL WORK 
So far, the notion of deviance has been examined with regards to recognising 
 ‘ĚŝĨĨĞƌĞŶĐĞ ? ? tŚŝůĞ ƐŽŵĞ ĚŝĨĨĞƌĞŶĐĞƐ ŵŝŐŚƚ ďĞ ďĞŶĞĨŝĐŝĂů ĂŶĚ ŝŶĚĞĞĚ
unproblematic, others are viewed as having negative impacts upon society 
and thus having negative consequences not only for those deviant individuals 
but also for those around them. An example of this has been the 
ŝĚĞŶƚŝĨŝĐĂƚŝŽŶŽĨƚŚŽƐĞǁŚŽĂƌĞĚĞĞŵĞĚ ‘ŵĂĚ ?ďĂĚĂŶĚĚĂŶŐĞƌŽƵƐ ? ?ƌĞƋƵŝƌŝŶŐ
high secure provisions in order for them to be contained. Within high secure 
hospitals, there is a recognition that some patients still fail to conform to 
those highly organised sets of rules, structures and boundaries. As a result, 
coercive measures are employed as the greatest sanction. 
 
The literature review revealed that the majority of studies have focused on 
the demographics of those patients who continue to challenge institutional 
boundaries and that variations occur in the prevalence of coercive measures 
between different settings. Context therefore appears an important factor in 
the use of coercive measures, and, moreover, in the considerations of 
coercive measures as a transient process: that is, the influences that go 
beyond patient characteristics and extend towards staff actions and 
emotions, institutional expectations, rules and values, organisational 
environment and ward atmosphere. It is proposed here that one of the ways 
of addressing such personal, professional and wider contextual experiences is 
through the combined theoretical frameworks of institutional and emotional 
work. 
 
The tasks faced by high secure hospitals include the containment of 
individuals who have proved themselves uncontainable in either prison or 
mental health settings. As such, alternative arrangements are sought through 
the uses of security, containment and coercive measures within high secure 
hospitals. These place emotionally demanding expectations upon the 
workforce, and require a highly institutionalised set of arrangements. Studies 
of institutional work and of emotional work are not new to the study of 
organisations but they are rarely studied explicitly in tandem. This chapter 
aims to bring together the disparate concepts of institutional and emotional 
work, viewing these concepts as relevant to the study of coercive measures 
within high secure hospitals. Meanwhile, it proposes that emotions, actions 
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and institutions operate as interactive and recursive determinants of an 
ŽƌŐĂŶŝƐĂƚŝŽŶ ?ƐĂĐƚŝǀŝƚŝĞƐ ? 
 
This chapter will seek to bring together these ideas by, firstly, examining the 
conceƉƚŽĨ ‘ŝŶƐƚŝƚƵƚŝŽŶĂůǁŽƌŬ ?ŝŶĞǆƉůŽƌŝŶŐƚŚĞƌĞĐƵƌƐŝǀĞŝŶƚĞƌĂĐƚŝŽŶƐďĞƚǁĞĞŶ
actions and institutions (Lawrence & Suddaby, 2006; Lawrence, Suddaby & 
>ĞĐĂ ? ? ? ? ? ? ?^ĞĐŽŶĚůǇ ?ƚŚĞŽƌŝĞƐŽĨ ‘ĞŵŽƚŝŽŶǁŽƌŬ ?ǁŝůůďĞĞǆƉůŽƌĞĚ ?ĞǆĂŵŝŶŝŶŐ
the efforts required in managing emotions within an organisation (Hochschild, 
1983; Bolton; 2005; 2009; Fineman, 1993; 2008). Thirdly and finally, attempts 
will be made at combining these theories. This will enable a nuanced 
exploration of the recursive interactions between emotions, actions, 
institutions and organisations, thereby providing a framework from which to 
examine the influences, actions, emotions and experiences of those working 
and residing within high secure hospitals, particularly in relation to the use of 
coercive measureƐĂƐĂŶĞĐĞƐƐĂƌǇĞǆƉĞĚŝĞŶƚŝŶƌĞƐƉŽŶƐĞƚŽ ‘ƚĞƌƚŝĂƌǇ ?ĚĞǀŝĂŶĐĞ ? 
 
DEFINITIONS: INSTITUTION, ORGANISATION AND ACTORS 
Whilst there are no universally accepted definitions, and differences in 
definitions often reflect different standpoints and interests, the terms 
 ‘ŝŶƐƚŝƚƵƚŝŽŶ ? ĂŶĚ  ‘ŽƌŐĂŶŝƐĂƚŝŽŶ ? ĂƌĞ Ăƚ ƚŝŵĞƐ ƵƐĞĚ ŝŶƚĞƌĐŚĂŶŐĞĂďůǇ ǁŝƚŚŝŶ ƚŚĞ
literature. In the context of this chapter it is proposed that organisations may 
be studied broadly at three different levels; namely at the levels of the 
institution, organisation and actors. While these levels have been made 
distinct for ease of navigating and understanding these concepts, they are 
inextricably linked with each affecting the other. 
 
INSTITUTION 
For purposes of clarification, use of ƚŚĞƚĞƌŵ ‘ŝŶƐƚŝƚƵƚŝŽŶ ?ŚĞƌe will refer to the 
 ‘ƌƵůĞƐ ? ŶŽƌŵƐ ĂŶĚ ĐƵůƚƵƌĂů ďĞůŝĞĨƐ ?  ?^ĐŽƚƚ ?  ? ? ? ? P  ? ? ? ƚŚĂƚ ŚŽůĚ ďŽƚŚ ĞŶĂďůŝŶŐ
and constraining influences on behaviour (Lawrence & Suddaby, 2006). 
Institutions are specific to a socio-environmental context, place and time, 
whilst providŝŶŐ  ‘ƐƚĂďŝůŝƚǇ ĂŶĚ ŵĞĂŶŝŶŐ ƚŽ ůŝĨĞ ?  ?^ĐŽƚƚ ?  ? ? ? ? P  ? ? ? ? tŚĞƌĞ ƚŚĞ
institution may be considered somewhat abstract; relating to ideologies, 
philosophies and belief systems, the organisation provides a physical 
 36 
 
structure in encompassing, being permeated by and associated with such 
ideologies.  
 
ORGANISATION 
ŶŽƌŐĂŶŝƐĂƚŝŽŶŚĂƐďĞĞŶĚĞĨŝŶĞĚĂƐĂ ‘ƐŽĐŝĂůƐƚƌƵĐƚƵƌĞĐƌĞĂƚĞĚďǇŝŶĚŝǀŝĚƵĂůƐ
ƚŽ ƐƵƉƉŽƌƚ ƚŚĞ ĐŽůůĂďŽƌĂƚŝǀĞƉƵƌƐƵŝƚŽĨ ƐƉĞĐŝĨŝĞĚŐŽĂůƐ ?  ?^ĐŽƚƚ  ?ĂǀŝƐ ?  ? ? ? ? P
11). In this sense, organisations are regarded aƐ ŚĂǀŝŶŐ Ă  ‘ƌĞůĂƚŝǀĞůǇ ĨŝǆĞĚ
structure of authority, roles and responsibilities that [are] independent of the 
ƉĞƌƐŽŶĂů ĐŚĂƌĂĐƚĞƌŝƐƚŝĐƐ ŽĨ ƚŚŽƐĞ ĨŝůůŝŶŐ ƚŚĞ ƌŽůĞƐ Ăƚ ĂŶǇ ƉĂƌƚŝĐƵůĂƌ ƚŝŵĞ ?
(Handel, 2003: 2). Actors, either individually or collectively, are therefore 
those living and working within institutions and organisations, whose actions 
may reveal those institutionally held values, beliefs and norms. 
 
ACTORS 
Each organisation, however, may vary greatly in structure. That is to say, 
whilst organisations have formal structures, goals and rules, informal social 
relations (personalities or styles of interpersonal engagement) and 
institutionally held beliefs exist that may influence the workings of an 
organisation through individual autonomy, agency, personally held 
characteristics, values and beliefs (Handel, 2003). 
 
At a micro socio-relations level, the emotions and actions of actors may 
therefore serve to create, maintain or disrupt institutions and organisations 
(Fineman, 1993; Lawrence, Suddaby & Leca, 2009). As Fineman (1993) states: 
 ‘ĨĞĞůŝŶŐƐĐŽŶƚƌŝďƵƚĞƚŽ ?ĂŶĚƌĞĨůĞĐƚ ?ƚŚĞƐƚƌƵĐƚƵƌĞĂŶĚĐƵůƚƵƌĞŽĨŽƌŐĂŶŝǌĂƚŝŽŶƐ ?
KƌĚĞƌ ĂŶĚ ĐŽŶƚƌŽů ? ƚŚĞ ǀĞƌǇ ĞƐƐĞŶĐĞ ŽĨ ƚŚĞ  ‘ŽƌŐĂŶŝǌĂƚŝŽŶ ? ŽĨ ǁŽƌŬ ? ĐŽŶĐĞƌŶ
ǁŚĂƚƉĞŽƉůĞ ‘ĚŽ ?ǁŝƚŚƚŚĞŝƌĨĞĞůŝŶŐƐ ?(Fineman, 1993: 9). Emotions and actions 
are thus inseparable entities, tied into organisational fields and institutional 
contexts, since one ultimately affects the other. While studies of emotions in 
organisations (Fineman, 1993; 2008) and actions in institutions (Lawrence & 
Suddaby, 2006; Lawrence, Suddaby & Leca, 2009) have emerged, rarely have 
each of these concepts been explicitly studied together within a single arena. 
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DEVELOPMENTS IN INSTITUTIONAL THEORY 
Institutional theory examines the interplay between actors, agency and 
institutions (Lawrence, Suddaby & Leca, 2009). The varying degrees of 
influence and importance placed on actors, agency and institutions, however, 
have ranged considerably over time. DiMaggio & Powell (1991) distinguish 
between old institutionalism and new (neo-) institutionalism in addressing 
such shifts in perception. These distinctions may be best understood in terms 
of relations between actors and the organisation (old institutionalism), and 
relations between the organisation and the institutional environment (new 
institutionalism) (DiMaggio & Powell, 1991; Hirsch & Lounsbury, 1997). 
 
KůĚ ŝŶƐƚŝƚƵƚŝŽŶĂů ƚŚĞŽƌǇ ůĂƌŐĞůǇ ǀŝĞǁĞĚ ŽƌŐĂŶŝƐĂƚŝŽŶƐ ĂƐ  ‘ĐůŽƐĞĚ ƐǇƐƚĞŵƐ ?
where influences outside of the organisation were rarely considered, if at all 
(DiMaggio & Powell, 1991; Hirsch & Lounsbury, 1997). Furthermore, old 
institutionalism emphasised the role of organisational influences and 
constraints upon individual action. From this perspective, individuals were 
ǀŝĞǁĞĚ ĂƐ  ‘ĐŽŵŵŝƚƚĞĚ ĂĐƚŽƌƐ ? ǁŽƌŬŝŶŐ ĐŽŵƉůĞƚĞůy under the powers and 
influences of the organisation (DiMaggio & Powell, 1991; Hirsch & Lounsbury, 
1997). This approach therefore largely focuses upon micro-level studies, 
examining the internal dynamics inside single organisations, while studying 
the informal social networks and relations within them (Hirsch & Lounsbury, 
1997).  
 
New institutionalism, in contrast, largely views organisations as being 
influenced by their environments (DiMaggio & Powell, 2009; Hirsch & 
Lounsbury, 1997), thus viewing organisĂƚŝŽŶƐĂƐ ‘ŽƉĞŶƐǇƐƚĞŵƐ ?ŝŶĨůƵĞŶĐĞĚďǇ
factors beyond the organisation itself (Handel, 2003). Organisations from this 
perspective are viewed as being largely constrained by institutional forces; 
being confined to institutional systems, rules and norms (DiMaggio & Powell, 
2009; Hirsch & Lounsbury, 1997). Organisations from this perspective are 
viewed as formal structures with emphases  placed upon studying the 
common characteristics of organisations that enable them to exist and 
prevail, despite institutional influences, forces and pressures (DiMaggio & 
Powell, 1991). Macro-level analyses of organisations are therefore popular 
amongst new institutional studies (Hirsch & Lounsbury, 1997).  
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Whilst such distinguishing features of old and new institutional perspectives 
have been drawn upon for ease of comparison, rarely are such extreme and 
polemic ideas as simplistic or transparent as these theories might suggest. 
Furthermore, what this somewhat oversimplified and polemic outline of old 
and new institutional theories aims to draw attention towards, are the 
possibilities of studying organisations and institutions at multiple levels. Both 
old and new institutional theories, however, have their own fundamental 
flaws. Whilst old institutionalism has been criticised for placing too much 
emphasis on organisational pressures upon actors whilst discounting the 
wider influences outside of the organisation (DiMaggio & Powell, 1991; Hirsch 
& Lounsbury, 1997), new institutionalism has paradoxically been criticised for 
placing too much emphasis on institutional pressures on organisations whilst 
ŶĞŐůĞĐƚŝŶŐ ƚŚĞ ĂĐƚŽƌƐ ǁŽƌŬŝŶŐ ǁŝƚŚŝŶ ƚŚĞŵ  ?ĂƚƚŝůĂŶĂ  ?  ?ƵŶŶŽ ?  ? ? ? ? ?
DiMaggio & Powell, 1991; Hirsch & Lounsbury, 1997; Zucker, 1983). What 
both perspectives neglect or perhaps give insufficient consideration towards, 
however, are those concerning individual agency, particularly in terms of 
ĞǆƉůĂŝŶŝŶŐŽƌŐĂŶŝƐĂƚŝŽŶĂůĂŶĚŝŶƐƚŝƚƵƚŝŽŶĂůĐŚĂŶŐĞ ?ĂƚƚŝůĂŶĂ ? ?ƵŶŶŽ ? ? ? ? ? ?
Lawrence, Suddaby & Leca, 2009).  
 
The concept of agency within institutional theories has been of particular 
importance and relevance when attempting to explain institutional and 
ŽƌŐĂŶŝƐĂƚŝŽŶĂů ĐŚĂŶŐĞ  ?ĂƚƚŝůĂŶĂ  ?  ?ƵŶŶŽ ?  ? ? ? ? ? ,Žůŵ ?  ? ? ?  ?  tŝƚŚŽƵƚ
agency, questions are raised with regards to the possibilities of change, and 
indeed how the creation or disruption of institutions can occur (Lawrence, 
Suddaby & Leca, 2009). The notion of individual agency was brought to the 
ĨŽƌĞƚŚƌŽƵŐŚƚŚĞĐŽŶĐĞƉƚŽĨ  ‘ŝŶƐƚŝƚƵƚŝŽŶĂůĞŶƚƌĞƉƌĞŶĞƵƌƐŚŝƉ ? ŝŶĂƚƚĞŵƉƚŝŶŐƚŽ
address how institutional change might occur (Eisenstadt, 1964; 1980; 
DiMaggio, 1988). The idea of institutional entrepreneurship introduces the 
ĐŽŶĐĞƉƚƚŚĂƚŝŶĚŝǀŝĚƵĂů ‘ůĞĂĚĞƌƐ ?ŵĂǇďĞƐƵƉƉŽƌƚĞĚďǇŽƚŚĞƌĂĐƚŽƌƐŝŶďƌŝŶŐŝŶŐ
about institutional and organisational change (Eisenstadt, 1964; 1980; 
DiMaggio, 1988). The idea that certain individuals might have greater agency 
than others, however, is subject to much criticism, and critics have been 
dubious of this notion, particularly since actors are suddenly transformed 
ĨƌŽŵ ‘ĐƵůƚƵƌĂůĚŽƉĞƐ ?ŝŶƚŽŝĚĞĂůŝƐĞĚ ‘ŚĞƌŽŝĐĂĐƚŽƌƐ ? ?>ĂǁƌĞŶĐĞ ?^ƵĚĚĂďǇ ?>ĞĐĂ ?
2009; DiMaggio & Powell, 1991). Indeed, one of the enduring debates in 
institutional theory relates to how much influence actors, organisations and 
their institutional environments have upon oŶĞĂŶŽƚŚĞƌ ?ĂƚƚŝůĂŶĂ ? ?ƵŶŶŽ ?
2009; Lawrence & Suddaby, 2006; Lawrence, Suddaby & Leca, 2009). 
 39 
 
Lawrence & Suddaby (2006) propose the concept of institutional work in 
attempting to balance and overcome, or at least pacify such debates and 
disputes whilst bringing together both old and new institutional perspectives. 
 
INSTITUTIONAL WORK 
Lawrence and Suddaby (2006) highlight a recursive relationship between 
institutions and actions in exploring how institutions are created, disrupted 
and maintained (Lawrence & Suddaby, 2006; Lawrence, Suddaby & Leca, 
 ? ? ? ? ? ?dŚĞĐŽŶĐĞƉƚŽĨŝŶƐƚŝƚƵƚŝŽŶĂůǁŽƌŬŝƐďĂƐĞĚŽŶ ‘ĂŐƌŽǁŝŶŐĂǁĂƌĞŶĞƐƐŽĨ
institutions as products of human action and reaction, motivated by both 
idiosyncratic personal interests and agendas for institutional change or 
ƉƌĞƐĞƌǀĂƚŝŽŶ ? ?>ĂǁƌĞŶĐĞ ?^ƵĚĚĂďǇ ?>ĞĐĂ ?  ? ? ? ? ? ?ƐƐƵĐŚ ?ĂƚƚĞŶƚŝŽŶŝƐĚƌĂǁŶ
to three key elements in characterising institutional work from other 
ŝŶƐƚŝƚƵƚŝŽŶĂů ƚŚĞŽƌŝĞƐ P ŝ ?  ‘ƚŚĞ ƐƚƵĚǇ ŽĨ ŝŶƐƚŝƚƵƚŝŽŶĂů ǁŽƌŬ ǁŽƵůĚ ŚŝŐŚůŝŐŚƚ ƚŚĞ
awareness, skill aŶĚƌĞĨůĞǆŝǀŝƚǇŽĨŝŶĚŝǀŝĚƵĂůĂŶĚĐŽůůĞĐƚŝǀĞĂĐƚŽƌƐ ? ?ŝŝ ?ŝƚǁŽƵůĚ
ŐĞŶĞƌĂƚĞ ‘ĂŶƵŶĚĞƌƐƚĂŶĚŝŶŐŽĨŝŶƐƚŝƚƵƚŝŽŶƐĂƐĐŽŶƐƚŝƚƵƚĞĚŝŶƚŚĞŵŽƌĞĂŶĚůĞƐƐ
ĐŽŶƐĐŝŽƵƐĂĐƚŝŽŶŽĨŝŶĚŝǀŝĚƵĂůĂŶĚĐŽůůĞĐƚŝǀĞĂĐƚŽƌƐ ? ?ĂŶĚŝŝŝ ?ŝƚǁŽƵůĚĂĚŽƉƚĂŶ
approach that would suggest tŚĂƚ  ‘ǁĞ ĐĂŶŶŽƚ ƐƚĞƉ ŽƵƚƐŝĚĞ ŽĨ ĂĐƚŝŽŶ ĂƐ
practice - even action which is aimed at changing the institutional order of an 
ŽƌŐĂŶŝǌĂƚŝŽŶĂů ĨŝĞůĚŽĐĐƵƌƐǁŝƚŚŝŶƐĞƚƐŽĨ ŝŶƐƚŝƚƵƚŝŽŶĂůŝƐĞĚƌƵůĞƐ ?  ?>ĂǁƌĞŶĐĞ  ?
Suddaby, 2009: 220). The notions of agency, intentionality and effort will 
therefore be considered in relation to what Lawrence & Suddaby (2006) 
ĐŽŶƐŝĚĞƌ ‘ŝŶƐƚŝƚƵƚŝŽŶĂůǁŽƌŬ ? ?
 
AGENCY 
One of the key questions emanating from the studies of institutions and 
organisations is how it is possible for actors to have agency when they are so 
apparently defined by the institutions of which they are a part. In seeking to 
ŵĂŶĂŐĞ ĂŶĚŽǀĞƌĐŽŵĞƚŚŝƐĂƉƉĂƌĞŶƚ  ‘ƉĂƌĂĚŽǆŽĨĞŵďĞĚĚĞĚĂŐĞŶĐǇ ?  ?^ĞŽ  ?
Creed, 2002), Lawrence, Suddaby & Leca (2009) refer to the works of Batillana 
 ?  ?unno (2009) in distinguishing between determinist (structuralist) and 
voluntarist (agentic) schools of thought. Where the determinist perspective 
views individuals as being products of their environments; internalising and 
being conditioned by institutional norms and values; a voluntarist perspective 
conversely attributes actors properties of  self-directed individuals; free-will, 
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autonomy and the ability to change their social contexts (Astley & Van de 
sĞŶ ? ? ? ? ? ?ĂƚŝůůĂŶĂ ? ?ƵŶŶŽ ? ? ? ? ? ?ƵƌƌĞůů ?DŽƌŐĂŶ, 1979). At their most 
ĞǆƚƌĞŵĞ ? Ă ĚĞƚĞƌŵŝŶŝƐƚ ƉĞƌƐƉĞĐƚŝǀĞ ǁŽƵůĚ ǀŝĞǁ ŝŶĚŝǀŝĚƵĂůƐ ? ĂĐƚŝŽŶƐ ĂƐ
complete products of their social systems, whilst an extreme voluntarist 
perspective would view social systems as being complete products resulting 
from individual ĂĐƚŝŽŶ ?ĂƚŝůůĂŶŽ ? ?ƵŶŶŽ ? ? ? ? ? ? ?ŝƐƉůĂĐŝŶŐƐƵĐŚƉŽůĂƌŝƐĞĚ
perspectives, the theory of institutional work instead adopts an alternative 
ƌĞůĂƚŝŽŶĂů ƉĞƌƐƉĞĐƚŝǀĞ ŝŶ ĨŝŶĚŝŶŐ Ă  ‘ŵŝĚĚůĞ ŐƌŽƵŶĚ ? ĨŽƌ ĂŐĞŶĐǇ  ?>ĂǁƌĞŶĐĞ ?
Suddaby & Lawrence, 2009). According to this view of institutional work, 
individuals are embedded within their social context whilst simultaneously 
ďĞŝŶŐĂďůĞƚŽƌĞƐƉŽŶĚƚŽƐŝƚƵĂƚŝŽŶĂůŽĐĐƵƌƌĞŶĐĞƐ ?ĂƚƚŝůĂŶĂ ? ?ƵŶŶŽ ? ? ? ? ? ?
Emirbayer, 1997). Thus while individuals may be confined to their institutional 
contexts to a certain extent, they are not confined entirely. Neither do they 
have absolute agency or free-will in their actions.  
 
Through engaging a relational perspective, individuals are not only perceived 
to be shaped by their environments but by engaging in institutional work, 
individuals may then also shape those institutions in which they are located 
 ?ĂƚŝůůĂŶĂ  ?  ?ƵŶŶŽ ?  ? ? ? ? ? ĞƌŐĞƌ  ? >ƵĐŬŵĂŶŶ ?  ? ? ? ? ? ŝDĂŐŐŝŽ  ? WŽǁĞůů ?
1991). In this sense, institutions are viewed as being both simultaneously 
constraining and enabling with regards to individual action, (Lawrence, 
Suddaby & Leca, 2009). Unlike either the determinist or voluntarist 
perspectives, rather than viewing institutions and actions as opposing forces, 
institutional work, while adopting a relational perspective, advocates that one 
presupposes ƚŚĞ ŽƚŚĞƌ  ?ĂƚŝůůĂŶĂ  ?  ?ƵŶŶŽ ?  ? ? ? ? ? >ĂǁƌĞŶĐĞ ? ^ƵĚĚĂďǇ  ?
Leca, 2009). In doing so, the concept of institutional work highlights the 
recursive nature between institutions and individual action, broadening the 
scope of institutional studies through relocating the traditionally narrow focus 
on outcomes, to being inclusive of the actions, processes and sequences of 
events that lead to such transformations (Lawrence & Suddaby, 2006). In 
relating these ideas to the use of coercive measures in high secure hospitals, 
questions are broadened from whether or not coercive measures are used, to 
what are the institutional rules of the organisation, what are the expectations 
of staff and patients, how do staff and patients know these rules and how do 
they respond to them, what training do staff have in learning such values, 
who uses coercive measures, who are they used on and why are they used, if 
at all.  
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INTENTIONALITY 
dŚĞƚŚĞŽƌǇŽĨ ŝŶƐƚŝƚƵƚŝŽŶĂůǁŽƌŬĞŶĐŽŵƉĂƐƐĞƐƚŚĞƐƚƵĚǇŽĨ  ‘ĂůůŚƵŵĂŶĂĐƚŝŽŶ
ƚŚĂƚ ŚĂƐ ŝŶƐƚŝƚƵƚŝŽŶĂů ĞĨĨĞĐƚƐ ?  ?>ĂǁƌĞŶĐĞ ? ^ƵĚĚĂďǇ  ? >ĞĐĂ ?  ? ? ? ? P  ? ? ? ? dŚŝƐ
notion proposes that institutional work may be attributed to all actions that 
either have direct or indirect consequences in transforming institutions, that 
institutional work may encompass actions that are either intentional or 
unintentional and that such actions may have the intended or unintended 
effects of creating, maintaining or else disrupting institutions (Lawrence & 
Suddaby, 2006; Lawrence, Suddaby & Leca, 2009). Here, Lawrence et al 
(2009) introduce the work of Emirbayer & Mische (1998) who outline three 
different types of agency, namely; iteration, practical evaluation and 
projectivity, drawing parallels with the possibilities for creating, maintaining 
ĂŶĚĚŝƐƌƵƉƚŝŶŐŝŶƐƚŝƚƵƚŝŽŶƐ ?ĂƚŝůůĂŶĂ ? ?ƵŶŶŽ ? ? ? ? ? >ĂǁƌĞŶĐĞ ?^ƵĚĚĂďǇ ?
Leca, 2009).  
 
/ƚĞƌĂƚŝŽŶ ŝƐĂƐƐŽĐŝĂƚĞĚǁŝƚŚ ƚŚĞƉĂƐƚĂŶĚ ŝƐ  ‘ŵĂŶŝĨĞƐƚĞĚŝŶĂĐƚŽƌƐ ?ĂďŝůŝƚŝĞƐ ƚŽ
recall, to select, and to appropriately apply the more or less tacit and taken-
for-granted schemas of action that they have developed through past 
ŝŶƚĞƌĂĐƚŝŽŶƐ ? ?ŵŝƌďĂǇĞƌ ?DŝƐĐŚĞ ? ? ? ? ? P ? ? ? ? ?dŚĞƉƌŽĐĞƐƐĞƐŽĨŝƚĞƌĂƚŝŽŶĂƌĞ
therefore largely associated with actions that are most often taken for 
ŐƌĂŶƚĞĚ ? Ă ĨŽƌŵ ŽĨƉƌĂĐƚŝĐĞ ŵŝƌďĂǇĞƌ  ?DŝƐĐŚĞ  ? ? ? ? ? ? ƌĞĨĞƌ ƚŽ ĂƐ  ‘ŚĂďŝƚƵĂů
ĂĐƚŝŽŶ ? ?dŚĞŝŶƐƚŝƚƵƚŝŽŶĂůǁŽƌŬĂƉƉƌŽĂĐŚƉŽƐŝƚƐƚŚĂƚƚŚŝƐƉƌŽĐĞƐƐŝƐŝŶƚĞŶƚŝŽŶĂů
given that iteration still requires thought and imagination on behalf of the 
actor (Lawrence, Suddaby & Leca, 2009). Cognitive processes are required in 
order to select an appropriate action from a series of possible habits and 
ƌŽƵƚŝŶĞƐƉƌĞǀŝŽƵƐůǇĞŶĂĐƚĞĚ ?ĂƚŝůůĂŶĂ ? ?ƵŶŶŽ ? ? ? ? ? ŵŝƌďĂǇĞƌ ?DŝƐĐŚĞ ?
1998; Lawrence, Suddaby & Leca, 2009). Iterative actions based on routines 
therefore account for both agency and intention with regard to institutional 
work.  
 
ŵŝƌďĂǇĞƌ  ? DŝƐĐŚĞ ?Ɛ  ? ? ? ? ? ? ƐĞĐŽŶĚ ƐƚƌĂŶĚ ŽĨ ĂŐĞŶĐǇ ? ŶĂŵĞůǇ ƉƌĂĐƚŝĐĂů
ĞǀĂůƵĂƚŝŽŶ ? ŝƐŽƌŝĞŶƚĂƚĞĚ ƚŽ ƚŚĞƉƌĞƐĞŶƚ ?ĂŶĚ ůŝĞƐ ŝŶƚŚĞ  ‘ĐŽŶƚĞǆtualisation of 
ƐŽĐŝĂůĞǆƉĞƌŝĞŶĐĞ ?  ?ŵŝƌďĂǇĞƌ  ?DŝƐĐŚĞ ?  ? ? ? ? P  ? ? ? ? ?dŚŝƐĚŝŵĞŶƐŝŽŶ ŝŶǀŽůǀĞƐ
self-reflection and deliberation in response to current challenges, demands, 
ambiguities and dilemmas faced by the actor (Emirbayer & Mische, 1998). As 
such, practical evaluation requires problem-solving abilities that may or may 
not have intentional effects. The third and final strand of agency proposed by 
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Emirbayer & Mische (1998) is that of projectivity. Projectivity is orientated 
ƚŽǁĂƌĚƐ ƚŚĞ ĨƵƚƵƌĞ ĂŶĚ ŝŶǀŽůǀĞƐ  ‘ŝŵĂŐŝŶĂƚŝǀĞ ĞŶŐĂŐĞŵĞŶƚ ? ĂŶĚ
 ‘ŚǇƉŽƚŚĞƐŝƐĂƚŝŽŶ ŽĨ ĞǆƉĞƌŝĞŶĐĞ ? ĂƐ ĂĐƚŽƌƐ ĂƚƚĞŵƉƚ ƚŽ ƌĞĐŽŶĨŝŐƵƌĞ ƌĞĐĞŝǀĞĚ
schemas by generating alternative possible responses to the problematic 
ƐŝƚƵĂƚŝŽŶ ƚŚĞǇ ĐŽŶĨƌŽŶƚ ?  ?ŵŝƌďĂǇĞƌ  ? DŝƐĐŚĞ ?  ? ? ? ? P  ? ? ? ?  dŚŝƐ ĚŝŵĞŶƐŝŽŶ
takes into ĂĐĐŽƵŶƚ ĂĐƚŽƌƐ ? ŚŽƉĞƐ ? ĨĞĂƌƐ ? ĂŶǆŝĞƚŝĞƐ ĂŶĚ ĚĞƐŝƌĞƐ ƌĞŐĂƌĚŝŶŐ ƚŚĞ
future, and proposes that when faced with problems that taken-for-granted 
ŚĂďŝƚƐĐĂŶŶŽƚƐŽůǀĞ ?ĂĐƚŽƌƐĂĚŽƉƚĂƌĞĨůĞǆŝǀĞƐƚĂŶĐĞĂŶĚ ‘ƉƌŽũĞĐƚ ?ƚŚĞŵƐĞůǀĞƐ
into the future in attempting to find appropriate solutions (Emirbayer & 
Mische, 1998). Again, this form of agency relates to institutional work since it 
draws upon the notion of intentionality in terms of what actors hope to 
achieve and what actors actually achieve. 
 
Through outlining these three strands of agency, actions may therefore be 
viewed as holding different degrees of intentionality, self-consciousness and 
reflexivity. Institutional work may be seen to manifest in different ways given 
the complexities of actions, intentionalities and differing temporal 
ŽƌŝĞŶƚĂƚŝŽŶƐ  ?ĂƚŝůůĂŶĂ  ?  ?ƵŶŶŽ ?  ? ? ? ? ? ŵŝƌďĂǇĞƌ  ? DŝƐĐŚĞ ?  ? ? ? ? ?
Lawrence, Suddaby & Leca, 2009). Through highlighting actors as thinkers, the 
focus of traditional institutional theories shifts in giving prominence to the 
ĂƐƉĞĐƚŽĨ ‘ǁŽƌŬ ?ĂƐĂĨŽĐĂůƉŽŝŶƚŽĨƐƚƵĚǇ ?>ĂǁƌĞŶĐĞ ?^ƵĚĚĂďǇ ?>ĞĐĂ ? ? ? ? ? ? ?/Ŷ
addition, through establishing the view that all actions have institutional 
effects, Lawrence & Suddaby (2006) highlight the influences of action 
involved in creating, maintaining and disrupting institutions. Not only do 
actors have agency therefore, but through the processes of cognition, actors 
influence change whether intended or not. In the context of conducting 
ĐŽĞƌĐŝǀĞ ŵĞĂƐƵƌĞƐ ŝŶ Ă ŚŝŐŚ ƐĞĐƵƌĞ ŚŽƐƉŝƚĂů ? ĂĐƚŽƌƐ ?ŝŶƚĞŶƚŝŽŶĂůŝƚǇ ǁŝůů ďe 
reflected in how they go about their tasks, and therefore how their tasks are 
fulfilled, and detectable in their reflections upon conducting them. 
 
EFFORT 
Lawrence, Suddaby & Leca (2009) also direct institutional researchers towards 
ƚŚĞ ŶŽƚŝŽŶ ŽĨ  ‘ĞĨĨŽƌƚ ? ĂƐ Ă ƐƉĞĐŝĨŝĐ ĂŶĚ ĚŝƐĐƌŝŵŝŶĂƚĞĂƌĞĂ ŽĨ ƐƚƵĚǇ ǁŝƚŚ ƚŚĞ
ƉŽƚĞŶƚŝĂů ĨŽƌ ĂĚĚŝŶŐ Ă ĨƵƌƚŚĞƌ ĚŝŵĞŶƐŝŽŶ ƚŽ  ‘ŽƚŚĞƌ ĨŽƌŵƐ ŽĨ ŝŶƐƚŝƚƵƚŝŽŶĂůůǇ
ƌĞůĂƚĞĚĂĐƚŝŽŶ ?  ? ? ? ? ?dŚĞǇƉŽƐŝƚƚŚĂƚ  ‘ƚŚĞŶŽƚŝŽŶŽĨǁŽƌŬĐŽŶŶĞĐƚƐĞĨĨŽƌƚƚŽĂ
goal, and thus institutional work can be understood as physical or mental 
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ĞĨĨŽƌƚ ĚŽŶĞ ŝŶ ŽƌĚĞƌ ƚŽ ĂĐŚŝĞǀĞ ĂŶ ĞĨĨĞĐƚ ŽŶ ĂŶ ŝŶƐƚŝƚƵƚŝŽŶ Žƌ ŝŶƐƚŝƚƵƚŝŽŶƐ ?
(Lawrence, Suddaby & Leca, 2009: 15). 
 
EFFORT AND INSTITUTIONAL PLURALISM 
It is possible that within the context of forensic psychiatric work, greater 
effort is required, given the tensions and potential conflicts arising from 
institutional pluralism. Kraatz & Block (2009) define pluralistic organisations 
ĂƐƚŚŽƐĞǁŝƚŚ ‘ŵŽƌĞƚŚĂŶŽŶĞŝŶƐƚŝƚƵƚŝŽŶĂůůǇĂƐĐƌŝďĞĚŝĚĞŶƚŝƚǇĂŶĚŵŽƌĞƚŚĂŶ
one societally sanctioŶĞĚ ƉƵƌƉŽƐĞ ?(Kraatz & Block, 2009 :71). Institutional 
pluralism is of particular relevance to the field of forensic psychiatry, given 
the dual institutions of legal and psychiatric systems within a single 
ŽƌŐĂŶŝƐĂƚŝŽŶ ? dŚĞǇ ĨƵƌƚŚĞƌ ŽƵƚůŝŶĞ ƚŚĂƚ  ‘ƉůƵƌĂůŝƐŵ in the institutional 
environment has the effect of creating persistent internal tensions within the 
individual organisation itself. Contending logistics penetrate the pluralistic 
organisation, and different people within its boundaries project different 
iĚĞŶƚŝƚŝĞƐĂŶĚƉƵƌƉŽƐĞƐƵƉŽŶ ŝƚ ?  ?<ƌĂĂƚǌ  ?ůŽĐŬ ?  ? ? ? ? P ? ? ?EŽƚŽŶůǇĚŽƐƚĂĨĨ
have to work between their self and organisational identities, but also 
between the identities of the two institutions that their organisation is 
located between. 
 
d, ‘d,ZW/>>Z ?DK> 
The effort required in working within such organisations and pluralistic 
ŝŶƐƚŝƚƵƚŝŽŶƐ ŚĂƐ ďĞĞŶ ĂŶĂůǇƐĞĚ ŝŶ ^ĐŽƚƚ ?Ɛ  ? ? ? ? ? ?  ‘ƚŚƌĞĞ ƉŝůůĂƌ ? ŵŽĚĞů ? dŚĞ
model outlines a useful framework from which to explore different 
mechanisms that both constitute and support institutions. This framework 
highlights the different mechanisms involved in constructing and maintaining 
institutions, and also indicates the varying degrees and types of effort 
required in overcoming taken-for-granted beliefs, values and assumptions 
(Lawrence, Suddaby & Leca, 2009). The three pillars are the regulative pillar, 
the normative pillar and the cultural-cognitive pillar, each of which will now 
be considered in turn. 
THE REGULATIVE PILLAR 
The regulative pillar is concerned with the ways in which institutions constrain 
ĂŶĚ ƌĞŐƵůĂƌŝƐĞ ďĞŚĂǀŝŽƵƌ ? ^ĐŽƚƚ  ? ? ? ? ? ? ƐƚĂƚĞƐ ƚŚĂƚ  ‘ƌĞŐƵůĂƚŽƌǇ ƉƌŽĐĞƐƐĞƐ
ŝŶǀŽůǀĞ ƚŚĞ ĐĂƉĂĐŝƚǇ ƚŽ ĞƐƚĂďůŝƐŚ ƌƵůĞƐ ? ŝŶƐƉĞĐƚ ŽƚŚĞƌƐ ? ĐŽŶĨŽƌŵŝƚǇ ƚŽ ƚŚĞŵ ?
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and, as necessary, manipulate sanctions  W rewards and punishments  W in an 
ĂƚƚĞŵƉƚ ƚŽ ŝŶĨůƵĞŶĐĞ ĨƵƚƵƌĞ ďĞŚĂǀŝŽƵƌ ?  ?^ĐŽƚƚ ?  ? ? ? ? P  ? ? ? ? Ɛ ƐƵĐŚ ? ƚŚĞƐĞ
processes may function through informal mechanisms, such as stigma, 
marginalisation or exclusion of deviants, or they may be highly formalised and 
involve the assignment of actors to specialised roles, such as through the 
formal labelling of deviants and through sanctions enforced via psychiatric 
and legal systems (Scott, 1991). 
 
The primary mechanism of control according to the regulative pillar is through 
coercion (DiMaggio & Powell, 1983). Behaviour is regulated as a result of 
 ‘ĨŽƌĐĞ ? ĨĞĂƌ ĂŶĚ ĞǆƉĞĚŝĞŶĐĞ ?  ?^ĐŽƚƚ ?  ? ? ? ? P  ? ? ? ? dŚĞƵƐĞ ŽĨ ĂƵƚŚŽƌŝƚǇ ŝƐ ŵŽƐƚ
commonly applied in this instance in imposing will and ensuring compliance, 
such that the use of seclusion and restraint may be considered regulative 
mechanisms within high secure hospitals (Scott, 1991). 
THE NORMATIVE PILLAR 
dŚĞ ŶŽƌŵĂƚŝǀĞ ƉŝůůĂƌ ĞŵƉŚĂƐŝƐĞƐ ƌƵůĞƐ  ‘ƚŚĂƚ ŝŶƚƌŽĚƵĐĞĂ ƉƌĞƐĐƌŝƉƚŝǀĞ ?
ĞǀĂůƵĂƚŝǀĞĂŶĚŽďůŝŐĂƚŽƌǇĚŝŵĞŶƐŝŽŶ ŝŶƚŽƐŽĐŝĂů ůŝĨĞ ?ƚŚĂƚ ŝŶĐůƵĚĞďŽƚŚǀĂůƵĞƐ
and norms (Scott, 1991: 54). Values are considered to be concepts that are 
preferred or desirable (Scott, 1991). Norms on the other hand, specifically 
outline how things should be done (Scott, 1991). Since certain values and 
norms are only seen as applicable to actors in certain positions, normative 
mechanisms may be specific to individual roles within institutions (Scott, 
1991). 
 
Moreover, with such prescribed roles, come the responsibilities and 
expectations of how actors, especially those in specially assigned roles, are 
ƐƵƉƉŽƐĞĚƚŽďĞŚĂǀĞ ?^ĐŽƚƚ ? ? ? ? ? ? ?^ĐŽƚƚŽƵƚůŝŶĞƐƚŚĂƚ ‘ŶŽƌŵĂƚŝǀĞƐǇƐƚĞŵƐĂƌĞ
typically viewed as imposing consƚƌĂŝŶƚƐ ŽŶ ƐŽĐŝĂů ďĞŚĂǀŝŽƵƌ Q ďƵƚ ? Ăƚ ƚŚĞ
same time, they empower and enable social action. They confer rights as well 
ĂƐ ƌĞƐƉŽŶƐŝďŝůŝƚŝĞƐ ?ƉƌŝǀŝůĞŐĞƐĂƐǁĞůů ĂƐĚƵƚŝĞƐ ? ůŝĐĞŶƐĞƐĂƐǁĞůůĂƐŵĂŶĚĂƚĞƐ ?
(Scott, 1991: 55). As such, actors in prescribed roles may be afforded the 
rights to engage in activities and actions that would otherwise be forbidden in 
other circumstances, roles or situations (Hughes, 1958; Scott, 1991). The 
training of healthcare staff working within high secure hospitals in the use of 
coercive measures, for example, would, in most circumstances be considered 
at odds with the healthcare profession. Within the institution of forensic 
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psychiatry and organisation of high secure hospitals, however, different 
values and norms are seemingly applied. 
THE CULTURAL-COGNITIVE PILLAR 
Finally, the cultural-ĐŽŐŶŝƚŝǀĞƉŝůůĂƌĨŽĐƵƐĞƐƵƉŽŶ ‘ƚŚĞƐŚĂƌĞĚĐŽŶĐĞƉƚŝŽŶƐƚŚĂƚ
constitute the nature of social reality and the frames through which meaning 
ŝƐŵĂĚĞ ? ?^ĐŽƚƚ ? ? ? ? ? P ? ? ? ?ĐƚŽƌƐĂƌĞƐĞĞŶƚŽŝŶƚĞƌƉƌĞƚĂ ĚĂƐƐŝgn meaning to 
external stimuli (Scott, 1991). Cultural-cognitive mechanisms include both 
 ‘ŝŶĚŝǀŝĚƵĂů ŵĞŶƚĂů ĐŽŶƐƚƌƵĐƚƐ ? ĂƐ ǁĞůů ĂƐ ƐŚĂƌĞĚ ŵĞĂŶŝŶŐƐ  ?^ĐŽƚƚ  ? ĂǀŝƐ ?
2007: 260), making it possible for individuals to interact (Berger & Luckmann, 
1967; Scott, 1 ? ? ? ?  ? ? ? ? ? P  ‘dŽ ƵŶĚĞƌƐƚĂŶĚ Žƌ ĞǆƉůĂŝŶ ĂŶǇ ĂĐƚŝŽŶ ? ƚŚĞĂ ĂůǇƐƚ
must [therefore] take into account not only the objective conditions but also 
ƚŚĞ ĂĐƚŽƌ ?Ɛ ƐƵďũĞĐƚŝǀĞ ŝŶƚĞƌƉƌĞƚĂƚŝŽŶ ŽĨ ƚŚĞŵ ?  ?^ĐŽƚƚ ?  ? ? ? ? P  ? ? ? ? /Ŷ ƚŚŝƐ
instance routines are followed because as actions are repeated they become 
habitualised and as such are taken for granted (Scott, 1991; Scott & Davis, 
2007), or, put another way, actions become institutionalised (Lawrence & 
Suddaby, 2006). 
 
So, not only is effort required in constructing individual meanings while 
processing shared understandings, but, also, actors are required to question 
taken for granted routines if they are to challenge institutions. Whilst the use 
of coercive measures might have been unquestioned in the past and thus 
regarded acceptable methods of control, it is the questioning of such 
methods has resulted in changes in training, practices and legislation in 
attempts to reduce their use. The cultural-cognitive pillar may therefore be 
viewed as a series of individual and collective meanings and actions; enabling 
teamwork and shared understandings with regards to role and philosophies 
of care. Numerous inquiries have resulted in careful reviews which have 
developed thinking, policy and practice in a way that Scott would understand 
as the cultural-cognitive pillar. 
EMOTION WORK 
The concept of institutional work provides a useful and insightful framework 
for exploring individual and collective action, as the physical actions of actors 
are important considerations in creating, maintaining and disrupting 
institutions. However, exercising coercive measures in the context of high 
secure hospitals is emotionally demanding, and concepts of emotion work are 
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important in exploring the feelings associated with performing such tasks, 
particularly within the field of healthcare (Bolton, 2000; Fineman, 1993; 1996; 
2003; James, 1989; 1993; Theodosius, 2008). Combining the two sets of 
concepts, therefore, will enable a fuller understanding of emotions and 
ĂĐƚŝŽŶƐĂƐ ‘ŝŶƐƚŝƚƵƚŝŽŶĂůǁŽƌŬ ? ?
 
THEORIES OF EMOTION WORK 
The ideas of Arlie Russell Hochschild are often cited as seminal to the study of 
ĞŵŽƚŝŽŶ ǁŽƌŬ ? ,ŽĐŚƐĐŚŝůĚ ĚŝƐƚŝŶŐƵŝƐŚĞƐ ďĞƚǁĞĞŶ ƚŚĞ ‘ƉƌŝǀĂƚĞ ? ĂŶĚ  ‘ƉƵďůŝĐ ?
presentation of emotion, akin to the works of Erving Goffman concerning the 
presentation of self (Goffman, 1959). Whereas Goffman uses the analogy of 
theatre and stage to explore every day interactions  W front stage to describe 
the visible social actions where a performance takes place; backstage where 
real feelings and hidden interactions may be revealed  W Hochschild instead 
uses the concepts of emotion work and emotional labour to describe the 
efforts required in presenting oneself in ways that are socially acceptable and 
indeed desirable within private and public spheres. She uses the term 
 ‘ĞŵŽƚŝŽŶ ŵĂŶĂŐĞŵĞŶƚ ? ƚŽ ĚĞƐĐƌŝďĞ  ‘ƚŚĞ ŵĂŶĂŐĞŵĞnt of feeling to create a 
ƉƵďůŝĐůǇŽďƐĞƌǀĂďůĞĨĂĐŝĂůĂŶĚďŽĚŝůǇĚŝƐƉůĂǇ ? ?,ŽĐŚƐĐŚŝůĚ ? ? ? ? ? P ? ? ? 
 
EMOTION WORK AND EMOTIONAL LABOUR 
,ŽĐŚƐĐŚŝůĚ ?Ɛ ĚŝƐƚŝŶĐƚŝŽŶ ďĞƚǁĞĞŶ ĞŵŽƚŝŽŶ ǁŽƌŬ ĂŶĚ ĞŵŽƚŝŽŶĂů ůĂďŽƵƌ ŝƐ
based on context. Hochschild proposes that emotion work takes place in the 
private realm such as at home, while emotional labour is sold as a commodity 
and takes place specifically in the context of the workplace. The management 
ŽĨĞŵŽƚŝŽŶƐŝƐůĞĂƌŶƚƚŚƌŽƵŐŚ ‘ĨĞĞůŝŶŐƌƵůĞƐ ? ?ůĞĂƌŶŝŶŐŚŽǁŽŶĞŝƐƐƵƉƉŽƐĞĚƚŽ
behave in certain contexts and thus requires individuals to act in ways that 
may be different to what they actually feel. Emotion work and emotional 
labour are therefore seen as being greatly influenced by organisational rules 
and individual perceptions of organisational demands upon them. 
 
SURFACE ACTING AND DEEP ACTING 
,ŽĐŚƐĐŚŝůĚ ĚŝƐƚŝŶŐƵŝƐŚĞƐ ďĞƚǁĞĞŶ  ‘ƐƵƌĨĂĐĞ ĂĐƚŝŶŐ ? ĂŶĚ ‘ĚĞĞƉ ĂĐƚŝŶŐ ? ? ^ŚĞ
ĚĞĨŝŶĞƐƐƵƌĨĂĐĞĂĐƚŝŶŐĂƐƚŚĞƐƵƉĞƌĨŝĐŝĂůĚŝƐƉůĂǇŽĨĞŵŽƚŝŽŶƐƵƐŝŶŐ ‘ƚŚĞĂďŝůŝƚǇ
to deceive others about how we are really feeling without deceiving 
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ŽƵƌƐĞůǀĞƐ ? ?,ŽĐŚƐĐŚŝůĚ ? ? ? ? ? P ? ? ? ?ĞĞƉĂĐƚŝŶŐŝŶĐŽŶƚƌĂƐƚŝƐǁŚĞƌĞŝŶĚŝǀŝĚƵĂůƐ
induce feelings through imagination in a way that such feelings become 
ĚĞĐĞƉƚŝǀĞ ƚŽ  ‘ŽƵƌƐĞůǀĞƐ ĂďŽƵƚ ŽƵƌ ƚƌƵĞ ĞŵŽƚŝŽŶ ĂƐ ǁĞ ĚĞĐĞŝǀĞ ŽƚŚĞƌƐ ?
(Hochschild, 1983: 33). Using the language of institutional theory, deep acting 
ŵĂǇƚŚĞƌĞĨŽƌĞďĞĐŽŶƐŝĚĞƌĞĚƚŚĞƉƌŽĐĞƐƐŽĨďĞĐŽŵŝŶŐ ‘ŝŶƐƚŝƚƵƚŝŽŶĂůŝƐĞĚ ?ĂƐĂŶ
individual internalises institutional values, norms and beliefs. 
 
Hochschild warns, however, that either type of acting can be uncomfortable 
for the individual; superficial acting, as a result of the inauthentic nature of 
ŽŶĞ ?Ɛ ĂĐƚŝŽŶƐ ? ĂŶĚ ĚĞĞƉ ƐƵƌĨĂĐĞ ĂĐƚŝŶŐ ? ĂƐ Ă ƌĞƐƵůƚ ŽĨ ƚŚĞ ƐĞůĨ-induced 
ĂůŝĞŶĂƚŝŽŶ ĂŶĚ ĞƐƚƌĂŶŐĞŵĞŶƚ ĨƌŽŵ ŽŶĞ ?Ɛ ŐĞŶƵŝŶĞ ƉĞƌƐŽŶĂů ĨĞĞůŝŶŐƐ Ănd 
emotions. Drawing upon the works of Karl Marx in Das Kapital, Hochschild 
pursues her line of enquiry through the lens of industrialist capitalism. Actors 
are seen to be highly constrained by their organisations, emotional labour is 
performed in light of organisational expectations. Furthermore, emotional 
labour is sold for a wage and, as such, is viewed as a commodity. As a result, 
emotional labour, according to Hochschild, is a form of manipulation and 
exploitation of workers (Hochschild, 1983). 
 
CRITIQUES 
,ŽĐŚƐĐŚŝůĚ ?Ɛ ƚŚĞŽƌǇ ŚĂƐ ďĞĞŶ ĐƌŝƚŝƋƵĞĚ ŽŶ ŵƵůƚŝƉůĞĂĐĐŽƵŶƚƐ ƐŝŶĐĞ ŝƚƐ
inception. Nevertheless, it provides a useful starting point whilst taking into 
account its limitations. Firstly, Bolton (2000; 2005; 2009) has warned of the 
fallacies of jumping aboĂƌĚƚŚĞ ‘ĞŵŽƚŝŽŶĂůůĂďŽƵƌďĂŶĚǁĂŐŽŶ ? ?ŽůƚŽŶ ? ? ? ? ? P
53). Secondly, Hochschild has been criticised for placing too much emphasis 
on the organisational control of emotion whilst giving too little recognition to 
the relevance of individual agency (Bolton, 2005). Thirdly, the applicability to 
the healthcare profession has been questioned. 
 
DE/E'^K& ‘DKd/KE tKZ< ? 
ŽůƚŽŶ ?ƐĐƌŝƚŝƋƵĞŽĨƚŚĞ ‘ĞŵŽƚŝŽŶĂůůĂďŽƵƌďĂŶĚǁĂŐŽŶ ?ǁĂƐŝŶƉĂƌƚĚƵĞƚŽƚŚĞ
ŵƵůƚŝƉůĞŵĞĂŶŝŶŐƐĂŶĚĚĞĨŝŶŝƚŝŽŶƐĂƐĐƌŝďĞĚƚŽƚŚĞƚĞƌŵ ‘ĞŵŽƚŝŽŶǁŽƌŬ ? ?While 
ƐƚƵĚŝĞƐ ŽĨĞŵŽƚŝŽŶĂů ůĂďŽƵƌŽĨƚĞŶĐŝƚĞ,ŽĐŚƐĐŚŝůĚ ?ƐǁŽƌŬƐ ? ƚŚĞŝƌ ĐŽŶĐĞƉƚŝŽŶƐ
ĂŶĚ ĂŶĂůǇƐĞƐ ŚĂǀĞ ŶŽƚ ĂůǁĂǇƐ ďĞĞŶ ƚƌƵůǇ ƌĞƉƌĞƐĞŶƚĂƚŝǀĞ ŽĨ ,ŽĐŚƐĐŚŝůĚ ?Ɛ
theory (Bolton, 2009). 
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,ŽĐŚƐĐŚŝůĚ ƵƐĞĚ ƚŚĞ ƚĞƌŵ  ‘ĞŵŽƚŝŽŶ ǁŽƌŬ ? ƐƉĞĐŝĨŝĐĂůůǇ ƚŽ ƌĞĨĞƌ ƚŽ ƚŚĞ ĞĨĨŽƌƚ
rĞƋƵŝƌĞĚ ŝŶ ƚƌǇŝŶŐ ƚŽ  ‘ǁŽƌŬ ŽŶ ? Žƌ  ‘ƚŽ ŵĂŶĂŐĞ ? ĂŶ ĞŵŽƚŝŽŶ Žƌ ĨĞĞůŝŶŐ
(Hochschild, 1979: 561). This managerial notion of effort is comparable to the 
effort outlined in the discussion of institutional work. It may be argued that 
managerial intentionality is also a component of emotion work, since the 
actor is attempting to induce a desired feeling either in themselves or for the 
purposes of visual display for others. Hochschild defines the effort required in 
ŵĂŶĂŐŝŶŐ ĞŵŽƚŝŽŶƐ ĂƐ  ‘ŚŽǁƉĞŽƉůĞtry to feel ?  ?,ŽĐŚƐchild, 1979: 560). She 
distinguishes this from the actions relating to how such managed emotions 
ĂƌĞ ĚŝƐƉůĂǇĞĚ ? ƌĞĨĞƌƌŝŶŐ ƚŽ ĂĐƚŝŽŶƐ ĂƐ  ‘ŚŽǁ ƉĞŽƉůĞtry to appear ƚŽ ĨĞĞů ?
(Hochschild, 1979: 560). It is the former rather than the latter that Hochschild 
was particularly interested in (Hochschild, 1979). 
 
ACTORS VERSUS ORGANISATIONS 
/Ŷ ƉĂƌƚŝĐƵůĂƌ ? ,ŽĐŚƐĐŚŝůĚ ?Ɛ ĐŽŶĐĞƉƚ ŽĨ ĞŵŽƚŝŽŶ ǁŽƌŬemphasises conflict  
between workers and the organisation in which they work. This dualistic 
comparison of actors versus organisations is considered to be far too 
simplistic whilst discounting the wider institutional influences beyond the 
organisation. Actors and organisations may not necessarily have such 
competing and conflicting ideas and be at such odds with one another. 
Moreover, such a dichotomy does not account for those actors who enjoy 
their work and who do not see their work as being as arduous and alienating 
ŽƌƌĞƋƵŝƌŝŶŐĂƐŵƵĐŚĞŵŽƚŝŽŶĂůĞĨĨŽƌƚĂƐ,ŽĐŚƐĐŚŝůĚ ?ƐĐŽŶĐĞƉƚŵŝŐŚƚůĞĂĚŽŶĞ
to believe. 
 
APPLICABILITY TO THE HEALTHCARE PROFESSION 
&ŝŶĂůůǇ ? ,ŽĐŚƐĐŚŝůĚ ?Ɛ ƚŚĞŽƌǇ ŽĨ ĞŵŽƚŝŽŶĂů ůĂďŽƵƌ ǁĂƐ ĚĞǀĞůŽƉĞĚ ƚŚƌŽƵŐŚ
studies with flight attendants, leading to questions surrounding the 
applicability of this theory to other professions. For instance, Bolton (2005) 
uses the example of factory workers. Workers who deal with objects rather 
than people will ultimately have a different relationship with their work with 
regards the requirements and expectations of their emotional displays 
(Bolton, 2005). While positive emotional displays may be desirable in factory 
work, it is certainly not as much of a necessity as with the work of flight 
attendants (Bolton, 2005). 
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Indeed, the healthcare profession is often considered more complex in nature 
than other professional roles, not only because it requires the management of 
ƉĞƌƐŽŶĂů ĞŵŽƚŝŽŶƐ ďƵƚ ĂůƐŽ ƚŚĂƚ ŽĨ ŽƚŚĞƌƐ ? ĞŵŽƚŝŽŶƐ  ?ŽůƚŽŶ ?  ? ? ? ? ? :ĂŵĞƐ ?
1989; 1993; Theodosius, 2008). If emotional labour is sold as a commodity, 
further questions are also raised with regards the genuineness and legitimacy 
of paid care and how staff manage their personal and professional selves 
when required to both care and contain (Bolton,2000; Gray, 2009). In drawing 
links between institutional and emotional work, these critiques will be further 
ĞǆƉůŽƌĞĚǁŝƚŚƌĞŐĂƌĚƐƚŽ ‘ƌĞĚĞĨŝŶŝŶŐ ?ĞŵŽƚŝŽŶǁŽƌŬǁŝƚŚŝŶƚŚĞĐŽŶƚĞǆƚŽĨƚŚŝƐ
study. 
 
(RE-)DEFINING EMOTION WORK 
,ŽĐŚƐĐŚŝůĚ ?ƐĚĞĨŝŶŝƚŝŽŶŽĨĞŵŽƚŝŽŶĂůůĂďŽƵƌƌĞĨĞƌƐƚŽƚŚĞĐŚĂůůĞŶŐĞƐĨĂĐĞĚďǇ
individuals in conforming to organisational expectations. However, it is 
proposed here that this concept, whilst taking into account individual agency, 
should also be expanded to encompass organisational and institutional 
influences and expectations. In doing so, it is hoped that justice will be given 
ƚŽ ,ŽĐŚƐĐŚŝůĚ ?Ɛ ǁŽƌŬ ? ǁŚŝůƐƚ ƐŝŵƵůƚĂŶĞŽƵƐůǇdrawing parallels with 
institutional work in bringing together these concepts within a single 
framework of study. 
 
A COMBINED APPROACH 
In bringing together the theories of emotion work and institutional work, it is 
proposed that both of these notions are equally important, especially as 
emotions can often affect actions and vice versa (Fineman, 1993). This 
combined institutional and emotional work approach offers a much broader 
scope than the simple dichotomy between actors and organisations. 
Furthermore, by including the concept of institutional work, emotion work is 
no longer confined to the organisation alone, but instead is also seen to be 
influenced by wider environmental and institutional factors. By taking into 
account emotions in the study of institutional work, the notions of effort and 
intentionality are also highlighted, because of the emphases on emotions and 
ĂĐƚŝŽŶƐĂƐ ‘ǁŽƌŬ ? ?
 
 50 
 
'ŝǀĞŶ ƚŚĂƚ ,ŽĐŚƐĐŚŝůĚ ?Ɛ ƚŚĞŽƌǇ ŽĨ ĞŵŽƚŝŽŶ ǁŽƌŬ ŚĂƐ ďĞĞŶ ĚĞǀĞůŽƉĞĚ ŝŶ
palliative care but often criticised for not taking into account the full 
complexities of healthcare work, it is hoped that this combined approach will 
address some of these shortfalls. Through viewing institutions and 
organisations as having both enabling and constraining effects of emotions 
and actions, emotion work within this context not only encompasses staff 
management of their emotions in accordance with organisational and 
institutional expectations but also the emotions of colleagues and patients. 
Emotion work in this context may as such be viewed as being not only the 
management of personal feelings, but also the displays of professionalism. 
&ŽƌĞǆĂŵƉůĞ ?ŵĂŶĂŐŝŶŐŽŶĞ ?ƐŽǁŶƉĞƌƐŽŶĂůĨĞĂƌƐĂŶĚĂŶǆŝĞƚŝ Ɛ ?ǁŚŝůƐƚŝŶƐƚĞĂĚ
using taught skills to deescalate and manage confrontational situations 
instead of fighting or fleeing. 
 
DISSONANCE OVER RULES AND EXPECTATIONS 
Institutional-emotional work may also be in response to managing self and 
ŽƚŚĞƌƐ ? ĞŵŽƚŝŽŶƐ ĂŶĚ ĂĐƚŝŽŶƐ ĂƐ ǁĞůů ĂƐ ƚŚĞ ĞǆƉĞĐƚĂƚŝŽŶƐ ŽĨ ŽƚŚĞƌƐ Ăƚ
individual, organisation and institutional levels: 
- At an individual level, staff are expected to maintain the safety of 
patients, colleagues and the public. 
- At an organisational level, staff are expected to abide by the rules, 
boundaries and security measures in place within the specific hospital 
setting. 
- At an institutional level, staff are expected to uphold the values, 
philosophies and beliefs of the institution. 
 
Where dissonance occurs between the values, beliefs and expectations of the 
individual, organisation and institution, institutional and emotional work is 
likely to occur. This influences the degrees of work and effort conducted by 
staff, subsquently resulting in the creations, disruptions or else maintenance 
of institutions (Lawrence, Suddaby & Leca, 2009). 
 
Within the context of a high secure hospital both staff and patients are 
expected to behave in ways that abide by institutional rules. With regards to 
patients, they are expected to conform to the rules, boundaries and 
structures of the institution which require them to behave in non-violent 
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ways. Where patients deviate from these rules however, staff are required to 
ƌĞƐƉŽŶĚ ƚŽ ƐƵĐŚ ŝŶĐŝĚĞŶƚƐ ?ĞƐƉŝƚĞ ƐƚĂĨĨ ?ƐŽǁŶƉĞƌƐŽŶĂůĞŵŽƚŝŽŶƐ ? ĨĞĂƌƐĂŶĚ
anxieties in being confronted with such violent situations, they are expected 
to control these personal emotions, instead, remaining calm whilst trying to 
deescalate and maintain control of the situation through their professional 
roles and institutional expectations. Where coercive measures are required 
these would have to applied using appropriate holds as trained and deemed 
acceptable by the organisation, all whilst maintaining the safety standards of 
the institution. 
 
Given the scope of a combined institutional-emotional framework, this study 
will take an interest in the workings of the institution at multiple levels. In 
doing so, different aspects of emotion and institutional work will be 
examined, while taking into account institutional influences. These will be in 
the context of the work required by the individual between their personal and 
professional self, such as their experiences and actions of conducting coercive 
measures; the relationships between the self and other professionals, 
through individually perceived roles, identities and expectations; the self and 
patients, in terms of attitudes, relationships, experiences and perceptions; 
and the self and institutional values and expectations, through bringing 
together and examining each of these factors more broadly. By considering 
the use of coercive measures from this perspective the social world of 
forensic psychiatry, within which they are conducted, has to be explored.  
The following chapter will provide a review of literature to date which has 
already considered the use of coercive measures such as restraint, seclusion 
and involuntary medication in such settings. In conducting and presenting this 
literature review, previous research and current questions will be elucidated 
with a view to formulating specific research questions for this study, framed 
against the background of social theory as it might be applied to this context.  
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CHAPTER 3: LITERATURE REVIEW 
The aim of this chapter is to examine the prevalence and factors associated 
with the use of coercive measures within secure settings. Particular attention 
will be given to the rates, frequencies and durations of coercive measures 
used within forensic psychiatry, the characteristics of those secluded and 
restrained, possible predictors and indicators of using coercive measures, and 
staff and patient attitudes and experiences. The use of coercive measures 
remains a controversial method of practice within forensic psychiatry. Ethical 
and moral debates surrounding the use of such measures are compounded by 
the need to balance care, safety and security. 
 
Despite such tensions, limited research has been conducted in this area, and 
this literature review has been conducted in order to clarify current 
knowledge concerning the management of challenging behaviour and 
expressions in such settings. These are behaviours that might be identified as 
tertiary deviance: behaviours that fail to conform to the expectations of 
institutions explicitly provided to accommodate those who have already 
proved themselves too challenging to accommodate in institutions narrowly 
ĨŽƌƚŚĞ ‘ďĂĚ ? ?ƉƌŝƐŽŶ ?ŽƌĨŽƌƚŚĞ ‘ŵĂĚ ? ?ŚŽƐƉŝƚĂů ? ? 
 
DEFINITIONS 
COERCIVE MEASURES 
dŚĞ ƚĞƌŵ  ‘ĐŽĞƌĐŝǀĞ ŵĞĂƐƵƌĞƐ ? ŚĂƐ ŵƵůƚŝƉůĞ ĚĞĨŝŶŝƚŝŽŶƐ ǁŝƚŚŝŶ ƚŚĞ ůŝƚĞƌĂƚƵƌĞ ?
creating confusion and difficulties in drawing comparisons for those wishing 
to examine this topic (Davison, 2005; Jarrett, Bowers & Simpson, 2008). For 
the purposes of this literature review, this term will encompass the uses of 
restraint, seclusion and involuntary medication. 
 
RESTRAINT 
dŚĞ ƚĞƌŵ  ‘ƌĞƐƚƌĂŝŶƚ ? ŝƐ ĚĞĨŝŶĞĚ ŝŶ ƚǁŽ ǁĂǇƐ ? ƚŚĞ ƵƐĞŽĨ ƉŚǇƐŝĐĂů ƌĞƐƚƌĂŝŶƚ ?
where a patient is held by at least one member of staff; and mechanical 
restraint, where a device, such as a belt, is attached to a patient; both with 
aims of restricting patient movement (Department of Health, 2008; National 
/ŶƐƚŝƚƵƚĞŽĨůŝŶŝĐĂůǆĐĞůůĞŶĐĞ ?E/ ? ? ? ? ? ? ? ? ‘^ĞĐůƵƐŝŽŶ ?ǁŝůůďĞĐŽŶƐŝĚĞƌĞĚĂƐ
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the placement of a patient alone in a locked room that has been specifically 
designed for this purpose (Department of Health, 2008; NICE, 2005), and 
 ‘ŝŶǀŽůƵŶƚĂƌǇ ŵĞĚŝĐĂƚŝŽŶ ? ĂƐ ƚŚĞ ĂĚŵŝŶŝƐƚƌĂƚŝŽŶ ŽĨ ƌĂƉŝĚƚƌĂŶƋƵŝůůŝƐĂƚŝŽŶ ǀŝĂ
intramuscular injection against ĂƉĂƚŝĞŶƚ ?Ɛǁŝůů ?E/ ? ? ? ? ? ? ? 
 
VOLUNTARY AND INVOLUNTARY 
As a consequence of on-ŐŽŝŶŐ ĚŝƐĐƵƐƐŝŽŶƐ ƐƵƌƌŽƵŶĚŝŶŐ  ‘ƚƌƵůǇ ǀŽůƵŶƚĂƌǇ ? Žƌ
 ‘ĐŽǀĞƌƚůǇ ŝŶǀŽůƵŶƚĂƌǇ ? ƵƐĞƐ ŽĨ ŽƌĂů ŵĞĚŝĐĂƚŝŽŶ  ?ƵƌƌŝĞ ?  ? ? ? ? ? Ɖ ?  ? ? ? ? ƚŚĞ
decision was made to examine rapid tranquillisation only as a measure of 
involuntary medication, since the direct act of a staff member administering 
intramuscular medication ĂŐĂŝŶƐƚ Ă ƉĂƚŝĞŶƚ ?Ɛ ĞůŝŵŝŶĂƚĞƐ ƐƵĐŚ ĂŵďŝŐƵŝƚŝĞƐ ?
Furthermore, whilst it is recognised that rapid tranquillisation may be 
administered either orally or parenterally, all identified papers focus solely on 
intramuscular administration. 
 
FORENSIC PSYCHIATRY 
Forensic psychiatry has been defined as the sub-speciality of psychiatry that 
 ‘ĚĞĂůƐ ǁŝƚŚ ƉĂƚŝĞŶƚƐ ĂŶĚ ƉƌŽďůĞŵƐ Ăƚ ƚŚĞ ŝŶƚĞƌĨĂĐĞ ŽĨ ůĞŐĂů ĂŶĚ ƉƐǇĐŚŝĂƚƌŝĐ
ƐǇƐƚĞŵƐ ?  ?'ƵŶŶ  ? dĂǇůŽƌ ?  ? ? ? ? ? Ɖ ?  ? ? ? &ŽƌĞŶƐŝĐ ƉƐǇĐŚŝĂƚƌŝĐ ŝŶƉĂƚŝĞŶƚƐ ĂƌĞ
generally those who have been ĚĞĞŵĞĚ ‘ĚĂŶŐĞƌŽƵƐ ?ǀŝŽůĞŶƚŽƌŚĂǀŝŶŐĐƌŝŵŝŶĂů
ƉƌŽƉĞŶƐŝƚŝĞƐ ? ?DĂƐŽŶ ? ? ? ? ? ?Ɖ ? ? ? ? ?ĂŶĚǁŚŽŚĂǀĞƵƐƵĂůůǇ ‘ŝŶƚĞƌĨĂĐĞĚǁŝƚŚƚŚĞ
ůĂǁ Ăƚ ŽŶĞ ůĞǀĞů Žƌ ĂŶŽƚŚĞƌ ?  ?DĂƐŽŶ ?  ? ? ? ? ? Ɖ ?  ? ? ? dŚƵƐ ? ƚŚŽƐĞ ǁŚŽ ĂƌĞ
considered deviant within mainstream criminal and psychiatric systems 
require yet another set of institutional rules and boundaries. Patients who are 
admitted to forensic psychiatric settings however, depend largely on the legal 
framework of the country. 
 
While some countries detain only those patients found not guilty by reason of 
insanity or of diminished responsibility in such settings, other forensic 
psychiatric systems also allow the detention of those who are not 
manageable in other settings or who pose a particular risk to the community 
(Department of Health, 2008; Gunn & Taylor, 1993). Secure hospitals may 
therefore detain mentally disordered offenders as well as non-offenders for 
assessment, diagnosis, treatment and risk management (Bluglass & Bowden, 
1990; Chiswick, 1995; Mason, 2006). In order to achieve a balance between 
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the need for focus upon settings that provide for those who have challenged 
both conventions of the law and those of mental stability, and the need to 
accommodate the variety of such settings across different jurisdictions, 
forensic psychiatry has been chosen as the service setting of this review, as 
detailed below. 
 
DEBATES AND DILEMMAS 
The uses of restraint, seclusion and involuntary medication are sensitive and 
controversial areas of practice despite their longstanding traditions within 
psychiatry (Alty & Mason, 1994; Gunn & Taylor, 1993; Tardiff, 1984). Such 
practices have been largely influenced by dominant philosophical beliefs, as 
well as being embedded within the social, political and cultural norms of the 
time (Alty & Mason, 1994; Soloff, 1984). Currently, the use of coercive 
measures as a means to maintain safety and security is juxtaposed with the 
ideals of patient autonomy and individual human rights. As a result, the use of 
coercive measures has been increasingly challenged. 
 
A number of international guidance documents have called for a reduction 
and even elimination in the use of such methods (American Psychiatric 
Association, American Psychiatric Nurses Association & National Association 
of Psychiatric Health Systems, 2003; National Mental Health Working Group, 
2005; NICE, 2005; Queensland Government, 2008), and involuntary treatment 
practices have faced opposition while viewed as infringements of liberty (The 
MacArthur Research Network, 2004; National Association of State Mental 
Health Directors, 2002). Some authors have described the use of coercive 
ŵĞĂƐƵƌĞƐĂƐ ‘ĂŶĞŵďĂƌƌĂƐƐŝŶŐƌĞĂůŝƚǇ ?ĨŽƌƉƐǇĐŚŝĂƚƌǇ ?^ŽůŽĨĨ ? ? ? ? ? ?Ɖ ? ? ? ? ? ?dŚĞ
use of coercive measures have also been suggested as having paradoxical 
effects in provoking further violent and aggressive behaviours (Daffern, 
Mayer & Martin, 2003; Goren, Singh & Best, 1993; Morrison et al., 2002; 
Patterson & Forgatch, 1985; Thomas et al., 2009). With few alternative 
interventions currently available, these conflicts have posed great dilemmas 
for those working in high secure hospitals responsible for the care, treatment 
and safety of both psychiatric patients and the public. 
 
Despite such dissonance, limited empirical research has been conducted in 
this area. Findings from general psychiatry indicate that there has been little 
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consistency in research findings relating to the prevalence of coercive 
measures (Raboch et al., 2010; Steinert & Lepping, 2009; Steinert et al., 
2009). Cross cultural comparisons indicate widespread differences in the 
numbers of patients and number of times patients are subject to coercive 
measures (Steinert et al., 2009). Similarly, differences have been found in the 
frequencies and durations of different types of coercive interventions used 
(Raboch et al., 2009; Steinert et al., 2009). 
 
Such variations have been apparent in the practice of coercive measures both 
within and between different psychiatric settings, indicating a lack of 
standardisation (Raboch et al., 2010; Steinert & Lepping, 2009; Steinert et al., 
2009). Where empirical findings have been limited on the prevalence and 
factors associated with using coercive measures in psychiatry as a whole, 
even lesser attention has been given to the use of coercive measures within 
the specialist division of forensic ƉƐǇĐŚŝĂƚƌǇ ?ǁŚŝĐŚŝƐƚŚĞƉƌŽĨĞƐƐŝŽŶĂů “ŚŽŵĞ ?
of those employed by high secure hospitals. 
 
METHOD 
A systematic literature search was conducted using electronic databases 
ASSIA, BHI, CINAHL, EMBASE, PAIS, PsycINFO, MEDLINE and Sociological 
Abstracts. All articles published from January 1980 to July 2013 were 
included. In the UK, distinctions are made between secure and conventional 
psychiatric establishments. Forensic psychiatry is practiced across a range of 
specialised secure hospitals, specialised medium secure units and what are 
otherwise considered generalised medium secure units. However, in other 
countries lesser distinctions are made in terms of levels of security. As a 
result, the term forensic psychiatry was used in covering all of these 
ĞǀĞŶƚƵĂůŝƚŝĞƐ ? dŚĞ ŵĂŝŶ ŚĞĂĚŝŶŐƐ ƌĞůĂƚŝŶŐ ƚŽ  ‘ĨŽƌĞŶƐŝĐ ? ĂŶĚ  ‘ƉƐǇĐŚŝĂƚƌǇ ? Žƌ
 ‘ŵĞŶƚĂů ? Žƌ  ‘ŶƵƌƐŝŶŐ ? ǁĞƌĞ ĐŽŵďŝŶed with groups of subheadings relating to 
categories of coercion, restraint, seclusion, involuntary medication, violence 
and aggression. dŚĞ ƐĞĂƌĐŚ ƚĞƌŵƐ  ‘ĨŽƌĐĞĚ ŵĞĚŝĐĂƚŝŽŶ ? ĂŶĚ  ‘ƌĂƉŝĚ
ƚƌĂŶƋƵŝůůŝƐĂƚŝŽŶ ? ǁĞƌĞ ĂůƐŽ ŝŶĐůƵĚĞĚ ĂůŽŶŐƐŝĚĞ  ‘ŝŶǀŽůƵŶƚĂƌǇ ŵĞĚŝĐĂƚŝŽŶ ? since 
ƚŚĞƐĞ ĂƌĞ ŽĨƚĞŶ ƵƐĞĚ ŝŶƚĞƌĐŚĂŶŐĞĂďůǇ ǁŝƚŚŝŶ ƚŚĞ ůŝƚĞƌĂƚƵƌĞ ?  ‘/ŶǀŽůƵŶƚĂƌǇ
ƚƌĞĂƚŵĞŶƚ ? ?ŚŽǁĞǀĞƌ ?ǁĂƐŶŽƚƵƐĞĚƐŝŶĐĞƚŚŝƐƚĞƌŵƚĞŶĚ ĚƚŽĚƌĂǁŽƵƚƉĂƉĞƌƐ
on the legal aspects of patient detention.  
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A total of 69,241 citations were elicited using this method. The inclusion and 
exclusion criteria for this review were based on study design, themes of the 
papers and population samples. Papers were included on the basis that they 
reported empirical findings using either qualitative and/or quantitative 
methods. These criteria excluded the majority of citations which were opinion 
papers, reviews, debates and discussion based articles. Papers were also 
included on the basis of having a focus on healthcare and being conducted 
within hospital settings as opposed to prison environments. Papers with 
themes relating to incidence, prevalence and indicators for using coercive 
measures were included. Papers exploring themes relating to staff and 
patients attitudes and experiences of coercive measures were also included. 
Papers reporting solely on the pharmacological aspects of rapid 
tranquillisation, however, were excluded. With regards to population 
samples, this review included studies of forensic psychiatric inpatients of 
working age (18-65 years) while excluding general psychiatric or community 
forensic psychiatric settings.  
 
Papers were initially limited through processes of de-duplication and to 
English language publications only (see Figure 2: Systematic Search Strategy). 
Remaining citations were further excluded by title and then by abstract. 
Following all exclusions by title and by abstract only thirteen empirical 
research papers remained. The citations from these thirteen articles were 
then reviewed using the criteria outlined in Figure 2: Systematic Search Strategy. 
This resulted in a further three articles included for review. Despite a large 
number of citations being elicited at the start of this review, this surprisingly 
small number of articles was a result of many papers having been excluded 
through either not being empirical or not having a specific focus on the 
prevalence of coercive measures. Many articles were also excluded as a result 
of having not been conducted in relation to  forensic psychiatric patients or 
within forensic psychiatric hospital inpatient settings, where reports of 
general and forensic populations could not be distinguished, or having a legal 
rather than healthcare focus. Sixteen papers form the basis of the following 
discussion.  
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FIGURE 2: SYSTEMATIC SEARCH STRATEGY
Step 1: Designing the Search Strategy 
2: Conducting the Literature Search 
(Total number of articles = 67,732) 
4: Exclude Duplications 
(n = 49,238) 
 
4: Limits by Abstract 
(n = 454) 
5: Core Articles 
(n = 58) 
 
6a: Non-Empirical 
(n = 46) 
 
6b: Empirical 
(n = 13) 
 
Examine keywords 
specified by previous 
authors, language used in 
previous articles & 
Cochrane reviews 
Using CINAHL, OVID inc; 
EMBASE, MEDLINE, 
PsycINFO & ProQuest inc; 
ASSIA, BHI, PAIS & 
Sociological Abstracts 
during years 1980-2010 
Exclude articles not relating 
to forensic inpatient 
psychiatry, forensic 
patients within a hospital 
setting & of non-working 
age 
Exclude articles with a 
primary focus on law, prison 
settings, forensic profiling & 
services other than forensic 
psychiatric inpatients within 
a hospital setting. Manually 
deduplicate between 
databases. 
Read articles & divide 
into empirical 
research papers and 
non-empirical 
research papers 
Include articles with a 
specific focus on forensic 
psychiatry, prevalence of 
coercive measures & 
staff/patient perceptions 
and/or experiences 
3: Limited to English Language 
(n = 67,360) 
 
5: Limits by Title 
(n = 3,520) 
n.b. ProQuest 
automatically excludes all 
deduplications between 
databases ASSIA, BHI, PAIS 
& Sociological Abstracts 
7: Total number of journal citations from  
core articles (n = 225) 
8: Exclude Duplications 
(n = 193) 
9: Limit by Year (from 1980 onwards) 
(n = 178) 
10: Limits by Title 
(n = 38) 
11: Limits by Abstract 
(n = 3) 
12: Empirical Additional Core Articles 
(n = 3) 
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FINDINGS 
PREVALENCE OF COERCIVE MEASURES 
Amongst the papers reviewed, ten papers focus solely on seclusion, three on 
restraint and seclusion in combination, two on the uses of restraint, seclusion 
as well as involuntary medication in comparison, and one on restraint alone. 
These studies reported varying rates, frequencies and durations of restraint 
and seclusion. Rates of seclusion have been found to be comparably higher 
than those of restraint, both by Heilbrun, Rice and Preston (1995) in the 
United States and by Paavola and Tiihonen (2010) in Finland. 
 
Other studies reported between 29.6% and 35.3% of all patients having been 
secluded over a one year period within the UK (Mason, 1998; Pannu & Milne, 
2008), 44% of patients having been secluded over two year period within 
Australia (Thomas et al., 2009) and 27.7% of patients having been secluded 
over a two and a half year period in Canada (Ahmed & Lepnurm, 2001). Whilst 
the proportions of patients involved in episodes of seclusion appear to vary, 
differences in study duration as well as the terminology surrounding seclusion 
need to be taken into consideration. 
 
DEMOGRAPHIC INDICATORS  
GENDER 
A total of seven studies were reviewed in relation to gender and the use of 
coercive measures. All of these studies were conducted retrospectively using 
patient and hospital records.  
Comparisons of these findings suggest that females are likely to be restrained 
or secluded more often than males (Ahmed & Lepnurm, 2001; Mason, 1998; 
Paavola & Tiihonen, 2010; Pannu & Milne, 2008). Males tend to be restrained 
for longer periods than females (Heilbrun et al., 1995), however, there are 
some discrepancies as to whether males (Mason, 1998) or females are 
secluded for longer periods (Pannu & Milne, 2008). Findings also suggest that 
females tend to be restrained or secluded as a result of self- harm, whilst 
male patients tend to be restrained or secluded a result of harming others 
(Ahmed & Lepnurm, 2001; Paavola & Tiihonen, 2010). 
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AGE 
Four studies report findings on age. All four of these studies present a 
consensus that younger patients tend to be secluded more often than older 
patients (Ahmed & Lepnurm, 2001; Beck et al., 2008; Pannu & Milne, 2008; 
Thomas et al., 2009).  Younger patients tend to be secluded for longer periods 
(Pannu & Milne, 2008). Younger patients also tend to be restrained and 
secluded, in combination, most often (Beck et al., 2008). There have been no 
studies, however, that reported age in relation the use of restraint 
exclusively. 
 
ETHNICITY 
Perhaps surprisingly, to date, there have been few studies examining the use 
of coercive measures between different ethnic groups (Benford Price, David & 
Otis, 2004; Pannu & Milne, 2008). Only two papers from this review examined 
ethnicity in relation to the use of coercive measures. A study, conducted by 
Benford Price et al., (2004), within a maximum security facility in the United 
States, found that Asian and Black patients were secluded disproportionately 
more often, while the opposite was found for Hispanic and White patients. 
 
Pannu and Milne (2008) reported similar findings from a high security hospital 
in the UK, with Asian and Black patients secluded more frequently. Neither of 
these study findings, however, reached statistical significance (Benford Price 
et al., 2004; Pannu & Milne, 2008). In addition, these two studies used 
different categories for grouping ethnic groups, thus, the scope for comparing 
these findings is somewhat limited. 
 
CLINICAL INDICATORS 
DIAGNOSIS 
Only four studies examine patient diagnoses, each in relation to the use of 
seclusion. There appeared to be a general consensus between these studies 
ƚŚĂƚƉĂƚŝĞŶƚƐǁŝƚŚĂƉƌŝŵĂƌǇĚŝĂŐŶŽƐŝƐŽĨ ‘ŵĞŶƚĂůŝůůŶĞƐƐ ?ǁĞƌĞƐĞĐůƵĚĞĚŵŽƐƚ
often. However, comparisons between these studies are challenged by 
inconsistencies in the categorisation of patient diagnoses. 
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LENGTH OF ADMISSION  
A study conducted by Beck et al (2008) was the only study, of all those 
reviewed, which examined length of admission in relation to the use of 
coercive measures. Findings from this study revealed that patients were most 
likely to be restrained or secluded during their first two months of admission 
and that these patients would be restrained or secluded on average between 
two and six times per month during this period (Beck et al., 2008). Findings 
from this study suggested that after the first two months of admission, rates 
of restraint and seclusion were likely to decrease. The durations of using such 
interventions, however, were not reported. 
 
INDICATIONS FOR THE USE OF COERCIVE MEASURES  
Eight papers examined reasons for the use of coercive measures; seven of 
these were reasons in relation to the use of seclusion only and one in relation 
to a combination of using both seclusion and restraint. One of these papers 
focused solely on violence and aggression as indicators for the use of coercive 
measures (Thomas et al., 2009), one paper examined dangerousness towards 
self and others (Paavola & Tiihonen, 2010), while a further paper reported 
ĨŝŶĚŝŶŐƐŽĨ  ‘ĚŝĨĨŝĐƵůƚŽƌĚŝƐƌƵƉƚŝǀĞďĞŚĂǀŝŽƵƌ ?ďĞŝŶŐƚŚĞŵĂŝŶƌĞĂƐŽŶĨŽƌƵƐŝŶŐ
seclusion, without citing other possible alternatives (Lehane & Morrison, 
1989, p. 55).  
 
The remaining five papers included much more detailed categories for 
analysis, citing patient and ward characteristics including; 
agitation/disorientation, aggression, deterioration in mental state, 
disruptive/threatening behaviour, suicide/self-harm, timeout, violence 
towards staff and/or other patients, violence towards property and ward 
culture as reasons for using seclusion or restraint (Ahmed & Lepnurm, 2001; 
Heilbrun et al., 1995; Keski-Valkama, Koivisto, Eronen & Kaltiala-Heino, 2010; 
Maguire et al., 2012; Pannu & Milne, 2008). Findings from these studies 
suggest violence and aggression (Heilbrun et al., 1995; Keski-Valkama et al., 
2010; Pannu & Milne, 2008), and suicide and self harm (Ahmed & Lepnurm, 
2001) as the main indicators for using seclusion and/or restraint. Such 
conjectures, however, should be made with some caution given the 
inconsistencies in grouping of indicators for the use of coercive measures 
between studies and the different legal frameworks permitting or prohibiting 
the use of such measures in particular circumstances. 
 61 
 
PATIENT PERCEPTIONS OF COERCIVE MEASURES 
Two papers explored patient views of seclusion. Keski-Valkama et al. (2010) 
interviewed patients from both forensic and general populations to compare 
their experiences and perspectives. Grant et al. (1989) explored comparisons 
between patient and staff views of the least restrictive measures. 
 
EXPERIENCES OF PATIENTS FROM FORENSIC AND GENERAL POPULATIONS 
Keski-Valkama et al. (2010) conducted interviews with patients post-seclusion 
and again, at follow up, six months later. Interestingly, forensic patients 
viewed their experiences of seclusion as punishment more often than 
patients in general settings. Most patients recognised a need for seclusion, 
citing actual or threatening violence as a justification, along with 
ĂŐŝƚĂƚŝŽŶ ?ĚŝƐŽƌŝĞŶƚĂƚŝŽŶ Žƌ ƚŚĞ ƉĂƚŝĞŶƚ ?Ɛ ŽǁŶ ǁŝůů ? ZĞĂƐŽŶƐ ĨŽƌ ƚŚĞ ŶĞĞĚ ĨŽƌ
seclusion did not differ between forensic and general patients. The majority 
of patients overall, however, perceived seclusion negatively and around one 
third of patients were confused over the reasons why they were secluded, 
even six months later. 
 
Around half of all patients suggested that alternative methods would have 
been more effective interventions for them rather than seclusion. The 
ŵĂũŽƌŝƚǇ ŽĨ ƉĂƚŝĞŶƚƐ ďĞůŝĞǀĞĚ ƚŚĂƚ ƌĞƐƚŝŶŐ ŝŶ ŽŶĞ ?Ɛ ŽǁŶ ƌŽŽŵ ? ǀĞƌďĂů ĚĞ-
escalation, medication and activities such as listening to relaxing music, would 
have helped. Staff-patient interactions and debriefing were found to be 
limited and the investigators suggested that continued interaction during 
periods of seclusion may alleviate patient anxieties and promote better 
relationships and understanding (Keski-Valkama et al., 2010). 
 
PATIENT AND STAFF VIEWS OF THE LEAST RESTRICTIVE MEASURES  
Grant et al. (1989) included forty patients in their study. (The views of staff 
included in the study will be explored in a later section.) These patients were 
ĚŝǀŝĚĞĚ ŝŶƚŽƚǁĞŶƚǇǁŚŽǁĞƌĞ  ‘ĞǆƉĞƌŝĞŶĐĞĚ ?ǁith coercive measures, having 
been involved in at least three coercive incidents over the previous year, and 
ƚǁĞŶƚǇ ǁŚŽ ǁĞƌĞ  ‘ŝŶĞǆƉĞƌŝĞŶĐĞĚ ? ?ŚĂǀŝŶŐ ŶŽƚďĞĞŶ ŝŶǀŽůǀĞĚ ŝŶ ĂŶǇ ĐŽĞƌĐŝǀĞ
incidents over the previous year. All patients were male. Each participant was 
asked to complete a questionnaire, outlining four separate incidents relating 
to self-harm and suicide, violence towards another patient, violence towards 
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staff and non-compliance. Nine coercive techniques were presented, ranging 
ĨƌŽŵ  ‘ůŝŐŚƚ ? ƚŽ  ‘ŚĞĂǀǇ ? ? ƐŝŶŐƵůĂƌ ĂŶĚ ĂƐ Ă ĐŽŵďŝŶĂƚŝŽŶ ŽĨ ƚĞĐŚŶŝƋƵĞƐ ?
Techniques presented included removal of personal clothing, physical 
restraint, mechanical restraint, seclusion, and rapid tranquillisation either by 
mouth or by intramuscular injection. 
 
Participants were asked to rate each of these techniques in terms of 
restrictiveness and aversion. ŽƚŚ ‘ĞǆƉĞƌŝĞŶĐĞĚ ?ĂŶĚ ‘ŝŶĞǆƉĞƌŝĞŶĐĞĚ ?ƉĂƚŝĞŶƚƐ
agreed that mechanical restraint was most restrictive, followed by seclusion, 
rapid tranquillisation via injection, rapid tranquillisation via mouth, loss of 
personal clothing and finally physical restraint. KǀĞƌĂůů ? ‘ĞǆƉĞƌŝĞŶĐĞĚ ?ƉĂƚŝĞŶƚƐ
rated the coercive techniques as being less restrictive than those who were 
 ‘ŝŶĞǆƉĞƌŝĞŶĐĞĚ ? ?'ƌĂŶƚĞƚĂů ? ? ? ? ? ? ? ? ‘ǆƉĞƌŝĞŶĐĞĚ ?ƉĂƚŝĞŶƚƐĂůƐŽƌĂƚĞĚ ‘ŚĞĂǀŝĞƌ
ƚĞĐŚŶŝƋƵĞƐ ?ĂƐďĞŝŶŐŵŽƌĞĂĐĐĞƉƚĂďůĞƚŚĂŶ ‘ŝŶĞǆƉĞƌŝĞŶĐĞĚ ?ƉĂƚŝĞŶƚƐ, although 
it was unclear whether this was a result of habituation from having 
ĞǆƉĞƌŝĞŶĐĞĚĐŽĞƌĐŝǀĞŵĞĂƐƵƌĞƐŽƌǁŚĞƚŚĞƌ ‘ŚĞĂǀŝĞƌ ?ƚĞĐŚŶŝƋƵĞƐǁĞƌĞĂĐƚƵĂůůǇ
less unpleasant than they appeared (Grant et al., 1989). Patient exposure to 
coercive measures therefore appears to have some influence on the 
perceptions of their use. 
 
STAFF PERCEPTIONS OF COERCIVE MEASURES 
The literature on staff perceptions points towards tensions between those 
ǁŚŽ ‘ĂƵƚŚŽƌŝƐĞĂŶĚŐŽǀĞƌŶ ? ?ŽŶŽŶĞŚĂŶĚ ?ĂŶĚ ?ŽŶƚŚĞŽƚŚĞƌ ŚĂŶĚ ?ƚŚŽƐĞǁŚŽ 
 ‘ĚŽ ? ?ŽƌĂƌĞĞǆƉĞĐƚĞĚƚŽ ‘ĚŽ ?, with regards to administering coercive measures. 
Inherent conflicts appear to emerge between professional roles and personal 
ethics. Rather than being able to draw homogenous conclusions from these 
studies, what apparently emerges instead are the heterogonous views of 
staff, which may be influenced by personal and professional beliefs, gender 
and education. 
 
Six studies explored staff perceptions in relation to the use of coercive 
measures. Four studies adopted questionnaire designs, one to survey the 
attitudes of doctors regarding the use of seclusion in the UK (Exworthy, 
Mohan, Hindley & Basson, 2001), one to explore staff opinions and 
preferences of using seclusion, restraint and medication in the United States 
(Klinge, 1994), one to explore staff perceptions of the least restrictive 
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measures in Canada (Grant et al., 1989) and another to explore staff attitudes 
and perceptions pre and post measures aimed at reducing seclusion in 
Australia (Maguire et al., 2012). A further two studies adopted interview 
methods, one study used semi-structured interviews to explore the 
psychological effects of nursing staff using restraint and seclusion in the UK 
(Sequiera & Halstead, 2004), and a further study used focus group interviews 
(Mason, 1993a). 
 
ATTITUDES OF DOCTORS REGARDING THE USE OF SECLUSION IN THE UK 
ǆǁŽƌƚŚǇĞƚĂů  ? ? ? ? ? ?ƵƐĞĚĂƉŽƐƚĂůƐƵƌǀĞǇƚŽĞǆƉůŽƌĞĐŽŶƐƵůƚĂŶƚƐ ? ?ƐƉĞĐŝĂůŝƐƚ
registrars (i.e. doctors training to become consultants in their chosen 
specialty), and non-training graĚĞ ĚŽĐƚŽƌƐ ?  ?ǁŝƚŚŝŶ ƚŚĞ h< ƐǇƐƚĞŵ ƚŚĞƐĞ ĂƌĞ
doctors who have chosen not to continue training to consultant or full GP 
status) views of seclusion. Findings indicated that seclusion was generally not 
perceived as a form of punishment. The majority of respondents supported 
the continued use of seclusion to prevent harm to others, even though there 
was ambiguity surrounding any therapeutic benefits. Interestingly, 
respondents who had roles in authorising the use of seclusion were 
significantly more likely to view seclusion as having some therapeutic 
benefits, than those who did not have roles in authorising seclusion. Possible 
reasons for this, however, were not explored further within this particular 
study. 
 
STAFF PREFERENCES OF USING SECLUSION, RESTRAINT AND MEDICATION IN 
THE US  
Klinge (1994), compared staff preferences of using restraint, seclusion and 
medication through a 40-item questionnaire. The study was conducted within 
a maximum security in the United Sates. Respondents included psychiatrists, 
psychologists, social workers, rehabilitation therapists, nurses and nursing 
assistants. The majority of respondents (63%) preferred the use of medication 
over seclusion or restraint, and a majority of 65% of respondents preferred 
the use seclusion over restraint where medication was not an option. 
 
Reasons for using medication over any other coercive intervention were that 
medication was less physically restrictive, that medication would allow 
patients to continue participating in interactions in communal areas with staff 
and other patients and that medication had longer lasting effects. Reasons for 
 64 
 
not choosing medication, however, were that seclusion and restraint lead to 
immediate control, medication administered by injection can be particularly 
invasive and that restraint and/or seclusion provide more opportunities for 
the patient to regain control on their own. The main reason for using 
seclusion was that this intervention was effective in allowing the patient to 
release more energy; whilst rationales for restraint were that this 
intervention is more effective in reducing injury to all involved. Staff with 
greater levels of education believed that coercive interventions were 
overused. Female staff also believed that patients experienced restraint or 
seclusion as positive attention whilst male staff believed this was a negative 
experience for patients. The investigators from this study concluded that both 
gender and education affected staff perceptions and decision-making, 
reasons for such decisions appear to be based on perceptions of invasiveness, 
with staff appearing to opt for the least restrictive measures possible (Klinge, 
1994). 
 
STAFF PERCEPTIONS OF THE LEAST RESTRICTIVE MEASURES IN CANADA 
In a study conducted by Grant et al. (1989) the views of staff working with 
males in a maximum security hospital were explored, with regards the least 
restrictive interventions. Thirty-eight staff were included in the study, divided 
into nineteen who were  ‘ĞǆƉĞƌŝĞŶĐĞĚ ? ĨƌŽŶƚ-line psychiatric attendants and 
ƚǁĞŶƚǇ ǁŚŽ ǁĞƌĞ  ‘ŝŶĞǆƉĞƌŝĞŶĐĞĚ ? ? ŝŶĐůƵĚŝŶŐ Ɛŝǆ ŽĐĐƵƉĂƚŝŽŶƐ ƚŚĞƌĂƉŝƐƚƐ ? ĨŝǀĞ
recreation staff, four psychologists, and four social workers. All but one of the 
experienced staff were male, while ten of the  ‘ŝŶĞǆƉĞƌŝĞŶĐĞĚ ? ƐƚĂĨĨ ǁĞƌĞ
female.  
 
Both experienced and inexperienced staff viewed mechanical restraint as 
being most restrictive, ĨŽůůŽǁĞĚďǇ ƐĞĐůƵƐŝŽŶ ?  ‘ǆƉĞƌŝĞŶĐĞĚ ? ƐƚĂĨĨ ƌĂƚĞĚƌĂƉŝĚ
tranquillisation via injection as being next most restrictive followed by loss of 
personal clothing, whilst the opposite was found ĨŽƌ  ‘ŝŶĞǆƉĞƌŝĞŶĐĞĚ ? ƐƚĂĨĨ ?
ŐƌĞĞŵĞŶƚ ƌĞƐƵŵĞĚ ĨŽƌ ďŽƚŚ  ‘ĞǆƉĞƌŝĞŶĐĞĚ ? ĂŶĚ  ‘ŝŶĞǆƉĞƌŝĞŶĐĞĚ ? ƐƚĂĨĨ ƚŚĂƚ
rapid tranquillisation via mouth was the second least restrictive followed by 
physical restraint being the least restrictive. 
 
Overall, no significant differences were found between staff of both genders 
 ?'ƌĂŶƚĞƚĂů ? ? ? ? ? ? ? ? ‘ǆƉĞƌŝĞŶĐĞĚ ?ƐƚĂĨĨƌĂƚĞĚƚŚĞĐŽĞƌĐŝǀĞƚĞĐŚŶŝƋƵĞƐĂƐůĞƐƐ
ƌĞƐƚƌŝĐƚŝǀĞ ƚŚĂŶ ƚŚŽƐĞ ǁŚŽ ǁĞƌĞ  ‘ŝŶĞǆƉĞƌŝĞŶĐĞĚ ?  ?'ƌĂŶƚ Ğƚ Ăů ? ?  ? ?89). 
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 ‘ǆƉĞƌŝĞŶĐĞĚ ? ƐƚĂĨĨ ĂůƐŽ ƌĂƚĞĚ  ‘ŚĞĂǀŝĞƌ ƚĞĐŚŶŝƋƵĞƐ ? ĂƐ ŵŽƌĞ ĂĐĐĞƉƚĂďůĞ ƚŚĂŶ
 ‘ŝŶĞǆƉĞƌŝĞŶĐĞĚ ?ƉĂƌƚŝĐŝƉĂŶƚƐ ?'ƌĂŶƚĞƚĂů ? ? ? ? ? ? ? ?^ƚĂĨĨŚŽǁĞǀĞƌ ?ŝŶĚŝĐĂƚĞĚƚŚĂƚ
ƚŚĞĞĨĨĞĐƚŝǀĞŶĞƐƐŽĨ  ‘ŚĞĂǀŝĞƌ ?ƚĞĐŚŶŝƋƵĞƐĚĞĐůŝŶĞĚĂƐƚŚĞŶƵŵďĞƌŽĨĐŽŶƚƌŽůƐ
increased, indicating a point of saturation in the effectiveness of using 
coercive measures (Grant et al., 1989). Staff did not think that  ‘ŚĞĂǀŝĞƌ ?
techniques were effective in preventing future incidents (Grant et al., 1989). It 
is unclear, however, whether differences bĞƚǁĞĞŶ  ‘ĞǆƉĞƌŝĞŶĐĞĚ ? ĂŶĚ
 ‘ŝŶĞǆƉĞƌŝĞŶĐĞĚ ? ƐƚĂĨĨ ǁĞƌĞ ĚƵĞ ƚŽ ĞǆƉŽƐƵƌĞ ƚŽ ĐŽĞƌĐŝǀĞ ŝŶƚĞƌventions or to 
professional roles. 
 
STAFF ATTITUDES AND PERCEPTIONS PRE AND POST MEASURES AIMED AT 
REDUCING SECLUSION IN AUSTRALIA 
Maguire et al (2012) conducted a study into staff attitudes pre- and post- a 
national project aimed at reducing the use of seclusion at one hospital in 
Australia. The study included the use of three questionnaires; 1) the 
Confidence in managing Inpatient Aggression Survey (Martin & Daffern, 2006) 
which requests staff to rate their own and colleagues perceptions of safety 
and confidence in dealing with aggressive patients within the hospital; 2) the 
Heyman Staff Attitudes towards Seclusion Survey (Heyman, 1987) which asks 
staff to rate the validity of certain behaviours leading to the use of seclusion 
as well as ratings of seclusion on their wards as being therapeutic, punitive or 
necessary for safety; and 3) the Essen Climate Evaluation Schema (Schalast et 
al., 2007) which requires staff to rate the social and therapeutic atmosphere 
of their wards.  
 
Findings indicated that following the project, frequencies and durations of 
seclusion were reduced within the hospital. However, the number of patients 
who were secluded remained similar. Despite reductions in the numbers of 
seclusion episodes, there were no significant differences in staff confidence. 
Staff did, however, score seclusion as being more therapeutic after 
implementation of the project. The reason for this was attributed to staff 
being less complacent with regards the use of seclusion following national 
scrutiny and initiatives. 
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PSYCHOLOGICAL EFFECTS OF NURSING STAFF USING RESTRAINT AND 
SECLUSION IN THE UK  
Sequiera and Halstead (2004) conducted 17 semi-structured interviews with 
nurses and nursing assistants within 96 hours of them having been involved in 
restraining and secluding a patient. Staff reported feelings of anger and 
anxiety surrounding the use of restraint and seclusion. Staff reported 
anxieties with regards to hurting the patient, getting hurt themselves, as well 
as others getting hurt in the process. Feelings of anxiety were reported to 
reduce with familiarity, however, many staff reported continued anger and 
frustration at patients not responding to less restrictive interventions as well 
as injuring others. Interviewees cited low morale as being associated with the 
repeated use of coercive interventions. In addition, female nurses in 
particular expressed conflicts between the uses of restraint and seclusion 
with their role as a nurse. Those physically administering coercive measures 
therefore appear to have negative experiences of using these measures. 
^ŽŵĞ ƐƚĂĨĨ ĚĞƐĐƌŝďĞĚ ďĞŝŶŐ  ‘ŚĂƌĚĞŶĞĚ ? ƚŽ ƵƐŝng restraint and seclusion 
although were ambivalent regarding the idea of receiving additional support. 
 
CONFLICTS RESULTING FROM DECISION MAKING IN THE USE OF SECLUSION  
Mason (1993a) identified five areas of conflict resulting from decision making 
in the use of seclusion. These came from 1) external pressures stemming from 
negative perceptions of both seclusion as well as the forensic psychiatry as a 
discipline, 2) seclusion as a necessary clinical intervention, 3) control elicited 
through seclusion, 4) dangerousness as a rationale for using seclusion and 5) a 
ƉĞƌƉĞƚƵĂƚŝŽŶŽĨƐĞĐůƵƐŝŽŶƉƌĂĐƚŝĐĞƐƌĞƐƵůƚŝŶŐĨƌŽŵĂ ‘ŵĂĐŚŽĐƵůƚƵƌĞ ?  ?DĂƐŽŶ ?
1993a). These findings appear to relate to the cultures and philosophies of 
working amongst the organisation as well as between the personal and 
professional views of staff. 
 
DISCUSSION OF THE LITERATURE REVIEW 
It is apparent that there is a lack of empirical research on the use coercive 
measures, specifically within forensic psychiatry. The use of different 
definitions and methods between the research studies reviewed restricts the 
scope for meaningful comparisons. However, several observations are 
particularly worth noting. Variations have been found with regards to rates 
and frequencies of using coercive measures, ranging from 27.7% to 44% of 
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patients having being secluded with forensic psychiatric settings (Ahmed & 
Lepnurm, 2001; Pannu & Milne, 2008; Thomas et al., 2009). This appears 
consistent with findings from general psychiatric literature where rates of 
coercive measures range from 21% to 59%, (Raboch et al., 2010). Due to such 
vast variations in findings across all studies, however, it remains unclear 
whether coercive measures are used more commonly in forensic or general 
psychiatry; and specifically whether coercive measures are used more 
frequently amongst secondary or tertiary deviants within society. 
 
Reasons for such differences in the use of coercive measures might result 
from socio-cultural differences, including how each type of coercive measure 
is perceived (Bowers et al., 2007; Klinge, 1994; Soloff, 1984), variations in 
cultural norms and preferences (Bowers et al., 2007; Soloff, 1984; Steinert et 
al., 2009) as well as differences in local, national and international policies 
(Maguire et al., 2012; Raboch et al., 2010; Steinert & Lepping, 2009; Steinert 
et al., 2009). Indeed, there are varying legislative restrictions for the use of 
coercive measures between countries, depending on the type of coercive 
measure as well as the circumstances warranting patient restriction (Steinert 
& Lepping, 2008). In the UK, for instance, mechanical restraint is used only in 
exceptional circumstances and does not allow patients to be tied to furniture 
(Department of Health, 2008). However, in other countries, such as Finland, 
mechanical restraint most often involves the tying of patients to a bed 
(Raboch et al., 2010; Steinert & Lepping, 2008). Such differences in legislation, 
restraint methods and practices are likely to alter perceptions of acceptability 
ĂƐ ǁĞůů ĂƐ ƉĞƌĐĞƉƚŝŽŶƐ ŽĨ ǁŚĂƚ ŵŝŐŚƚ ďĞ ĚĞĞŵĞĚ ƚŚĞ  ‘ůĞĂƐƚ ƌĞƐƚƌŝĐƚŝǀĞ ?
intervention (Bowers et al., 2007; Raboch et al., 2010; Steinert & Lepping, 
2008). Such differences in legislations and ensuing practices also serve to 
highlight the different institutions between different societies in managing 
those labelled deviant. 
 
Perhaps implicit to such variations, are also the differences in methods and 
meanings associated with the terms seclusion and restraint. Studies have 
consistently reported variations in definitions of these terms, such that 
physical restraint techniques and training may vary between services (Ching, 
Daffern, Martin & Thomas, 2010; Davison, 1995; Parkes, 1996). Seclusion may 
or may not be recorded depending on whether the door is open or locked 
(Ching et al., 2010; Davison, 1995; Mason, 1993b). Whether or not episodes 
of seclusion are recorded may also depend on whether the intervention was  
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elected by the patient or staff (Ahmed & Lepnurm, 2001; Mason, 1993b), 
whether seclusion was ǀŝĞǁĞĚ ĂƐ  ‘ƚŝŵĞ ŽƵƚ ? Žƌ ƋƵŝĞƚ ƚŝŵĞ ĂůŽŶĞ  ?ŚŵĞĚ  ?
Lepnurm, 2001; Mason, 1993b), or whether the patient was isolated in their 
own room or a room specifically designed for this purposes of seclusion 
(Mason, 1993b). Furthermore, the concepts of seclusion,  night-time 
confinement and longer term segregation are not always clearly distinguished 
(Ahmed & Lepnurm, 2001; Department of Health, 2008; Mason, 1993b). Such 
differences in interpretations, meanings and understandings of these terms 
will ultimately alter reported research findings on the prevalence of coercive 
measures between settings. 
 
DEMOGRAPHIC & CLINICAL INDICATORS 
Age, gender and length of admission all appear to have some influence on the 
prevalence of using coercive measures. Findings reveal that younger, newly 
admitted patients are likely to be secluded, or secluded and restrained in 
combination, more often than those patients who are older and who have 
been admitted for a longer period (Ahmed & Lepnurm, 2001; Beck et al,. 
2008; Pannu & Milne, 2008; Thomas et al., 2009). There are perhaps several 
reasons for this. Those patients who are newly admitted are likely to be most 
acutely unwell. Both patients and staff are most likely to feel threatened 
during this initial period of admission, since staff are still getting to know the 
patient, while patients are still getting to know the staff and ward routine. 
Staff are also perhaps most likely to feel threatened by those who are 
younger and most physically fit (Ahmed & Lepnurm, 2001). More research, 
however, is required into substantiating such hypotheses. Further research is 
also required regarding age, gender and length of admission in relation to the 
use of restraint alone. 
 
Categorisations of ethnicity, diagnoses and indicators for the use of restraint 
and seclusion have been particularly inconsistent. While some differences 
have been found between studies, these are largely inconclusive. If findings 
are to be comparable between studies, greater standardisation is needed in 
terms of how variables are arranged categorically. Since many of the studies 
were conducted retrospectively, perhaps this also points towards the need to 
standardise recordings of hospital data. Similar styles of data recording, 
would enable cross-analyses to be conducted more effectively. 
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Whilst there has been some research conducted into reducing violence and 
aggression as an adjunct to reducing the use of coercive measures (Ching et 
al., 2010; Daffern et al., 2003; Davison, 2005; Fluttert, Van Meijel, Nijman, 
ũƇƌŬůǇ  ? 'ƌǇƉĚŽŶĐŬ ?  ? ? ? ? ? ? ĨŝŶĚŝŶŐƐ ƐƵŐŐĞƐƚ ƚŚĂƚ ƚŚĞ ƵƐĞ ŽĨ ĐŽĞƌĐŝǀĞ
measures have not been restricted to violence and aggression alone. Reports 
suggest that violence, aggression, suicide and self-harm may all be primary 
indicators for the use of coercive measures (Heilbrun et al., 1995; Keski-
Valkama et al., 2010; Pannu & Milne, 2008). Other indicators, however, have 
also been cited to a lesser degree, which require further exploration (Heilbrun 
et al., 1995; Keski-Valkama et al., 2010; Pannu & Milne, 2008). 
 
So far, little attention has been given to whether certain types of behaviour 
are more likely to lead to a certain types of coercive interventions being used. 
Similarly, little attention has been given to whether certain coercive measures 
may be more effective in managing certain disruptive behaviours. Given the 
controversies surrounding the use of coercive measures, such research would 
be important in providing necessary rationales and justifications for using 
coercive interventions. 
 
PATIENT & STAFF PERCEPTIONS 
The finding of only two studies exploring patient experiences of using 
coercive measures are, in themselves, revealing of the direction further 
research might follow. Whilst it is particularly interesting to note that forensic 
patients perceive experiences of coercive measures more punitively than 
general psychiatric patients, there has been a lack of exploration as to why 
this might be and whether such findings are restricted to this study only or 
whether such perceptions are held by forensic patients generally. Similarly, 
ǁŚŝůĞ ‘ĞǆƉĞƌŝĞŶĐĞĚ ?ƉĂƚŝĞŶƚƐĂƉƉĞĂƌŵŽƌĞĂĐĐĞƉƚŝŶŐŽĨĐŽĞƌĐŝǀĞŝŶƚĞƌǀĞŶƚŝŽŶƐ
ƚŚĂŶ  ‘ŝŶĞǆƉĞƌŝĞŶĐĞĚ ? ƉĂƚŝĞŶƚƐ ? ƌĞĂƐŽŶ ĨŽƌ ƚŚŝƐ ŶĞĞĚƚŽ ďĞ ĞǆƉůŽƌĞĚ ? dŚƌŽƵŐŚ
exploring patient attitudes and experiences, patient preferences may be 
taken into account in the event of coercive interventions being required. 
 
With regards to staff experiences and perceptions of using coercive measures, 
those who authorise appear to view the therapeutic benefits of coercive 
measures positively, whilst those who are expected to employ coercive 
interventions appear to view such practices with fear, anxiety, anger and even 
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resentment (Exworthy et al., 2001; Klinge, 1994; Sequeira & Halstead, 2004; 
Whittington & Mason, 1995). These findings appear to point towards tensions 
ďĞƚǁĞĞŶ ƚŚŽƐĞ ǁŚŽ  ?ĂƵƚŚŽƌŝƐĞ ĂŶĚ ŐŽǀĞƌŶ ? ǁŝƚŚ ƚŚŽƐĞǁŚŽ  ‘ĚŽ ? Žƌ ĂƌĞ
 ‘ĞǆƉĞĐƚĞĚƚŽĚŽ ? ?
 
Whilst inherent conflicts emerge between professional role and personal 
ethics, rather than being able to draw homogenous conclusions from these 
studies, what emerges instead are the transient heterogeneous views of staff, 
which appear to alternate between personal and professional expectations 
and ideologies. Such varied responses from staff are not dissimilar to the 
views of Whittington and Mason (1995), who propose that perspectives on 
seclusion are usually far more complex than those of simply being either for 
or against. Further research is required into this area in order to better 
understand the experiences leading to and resulting from the use of coercive 
measures. Greater understanding is also required with regards to the impacts 
and influences these different perspectives may have on interdisciplinary 
working, staff and patient roles, actions and policies governing such coercive 
practice. 
 
REVIEW LIMITATIONS 
The search strategy for this literature review was limited to specific 
healthcare and sociological databases and so articles relating to this subject, 
but not included within these databases, will inevitably have been missed. 
The search terms used for this review were carefully selected in formulating 
this search strategy. However, these search terms will ultimately influence 
those articles extracted from the literature and the subject matter within. 
This study has also been limited to hospital inpatient settings only and so the 
practices of coercive measures amongst forensic patients within prison or 
community settings will inevitably have been excluded. Moreover, it is 
recognised that different definitions of coercive measures exist, as do 
different forensic psychiatric settings both within and between countries, 
further compounding the already complex nature of this review (Mason, 
1993b; Raboch et al., 2010; Steinert & Lepping, 2009). 
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CONCLUSIONS AND IMPLICATIONS FOR FURTHER THEORETICAL 
DEVELOPMENT 
In conducting this review, limited research has been found on the use of 
coercive measures within forensic psychiatry. The majority of research so far 
has focused on the use of seclusion and restraint, with little attention being 
given to the use of involuntary medication. Younger patients and those who 
were newly admitted tended to be those patients secluded most often. A 
common theme throughout many of these studies however, has been a lack 
of coherence between research strategies and more significantly, a lack of 
research into this important area. Without such research, a lack of evidence 
will persist, with constant questions emerging as to why coercive measures 
are used and how they are justified. 
 
As such, the discipline and practice of forensic psychiatry experience 
continuing dilemmas around the competing imperatives of patient autonomy 
and the needs to maintain safety. This literature review has been important in 
identifying existing gaps in research and areas for developing knowledge. This 
review has, in particular, highlighted questions as to how staff experience 
working within such an emotionally charged environment using such 
contentious practices. The institutional arrangements by which challenging 
patients are contained, governed and managed under these circumstances 
might provide some insights into this. The following chapter develops those 
lines of enquiry by making reference to theories of institutional work and 
governance, and how these might interact with the emotional work implicit in 
carrying out tasks such as physically restraining another or implementing 
forced tranquillisation. 
 72 
 
CHAPTER 4: RESEARCH QUESTIONS 
As a result of the literature review, it is apparent just how limited the 
published research has been concerning the use of coercive measures within 
forensic psychiatric services. Reports have tended to focus on patient 
demographics and characteristics while little is known about staff perceptions 
with regards to using coercive measures and particularly how, why and when 
decisions are made regarding such practices. Likewise, little is known about 
how staff attitudes relate to wider institutional factors including ward 
atmosphere and practice. There is evidence of variations in the use of 
coercive measures between different settings, which appear to reflect 
institutionally specific phenomena such as ward atmosphere. Previous studies 
have had distinct foci and different methods of reporting resulting in 
disparities within the literature along with ambiguous and inconclusive 
findings. Published studies have tended to focus on factors immediately 
resulting in the use of coercive measures rather than viewing the employment 
of coercive measures as a process involving a complex series of interactions 
contextually located within an institutional setting. It is proposed that a 
combined theory of institutional and emotional work allows greater 
emphases to be placed on the importance of studying the use of coercive 
measures as a process; in turn allowing the explorations of context specific 
phenomena, such as ward function as well as staff and patient characteristics 
which may each affect the prevalence of such measures being used. These 
proposals can be clarified in the following way: 
OVERALL OBJECTIVE 
x To explore patient, staff and environmental factors that might 
influence variations in the attitudes towards, and use of, coercive 
measures across different wards and patient groups 
x To analyse how patient, staff and environmental factors might reflect 
and inform theory concerning the governance and conduct of an 
organisation obliged to use them. 
 
SPECIFIC HYPOTHESES 
x Coercive measures are likely to: 
- Be used more frequently in wards of greater acuity. 
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- Be experienced more by patients who are younger, more recently 
admitted and female, as opposed to older, longer-stay male 
patients. 
x Variations amongst staff in attitudes towards aggression and the use 
of coercive measures will be influenced by their gender, professional 
role and experience, and the type of ward on which they work. 
x The use of coercive measures is likely to be accepted more: 
- By staff, compared with patients. 
- By staff and patients working and residing on those wards where 
coercive measures are used more frequently. 
x The acceptability of different types of containment measures will be 
influenced by whether or not staff and patients have experienced their 
use. 
x ward atmosphere (cohesion, therapy and safety) is likely to be 
perceived more favourably by staff than by patients. 
x Staff and patient perceptions of ward atmosphere will be influenced 
by ward function. 
CONTEXTUAL ANALYSIS 
x A broadly constructivist grounded theory approach will be taken to 
investigate  how institutional and emotional work contribute to staff 
ŵĞŵďĞƌƐ ?ĂƉƉƌŽĂĐŚĞƐƚŽƚŚĞƵƐĞŽĨĐŽĞƌĐŝǀĞŵĞĂƐƵƌĞƐ 
x A specific focus will be upon  how staff manage their personal 
emotions, professional roles and institutional demands placed upon 
them when working in a high secure environment 
x The relationships between staff, patients and the institution will be 
explored as processes, while staff experiences will be analysed 
individually and collectively 
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CHAPTER 5: SETTING 
Rampton High Secure Hospital is a specialist hospital providing high secure 
services, and also the National Dangerous and Severe Personality Disordered 
(DSPD) Service for Men, National High Secure Healthcare Service for Women, 
National High Secure Learning Disability Service, and National High Secure 
Deaf Service. The hospital contains some of the most dangerous secondary 
and tertiary deviants within the country, and has the capacity to 
ĂĐĐŽŵŵŽĚĂƚĞĂƉƉƌŽǆŝŵĂƚĞůǇ ? ? ?ƉĂƚŝĞŶƚƐ ?ĚĞĞŵĞĚƚŽďĞ ‘ĚĂŶŐĞƌŽƵƐ ?ǀŝŽůĞŶƚ
and often [having] criminal tendĞŶĐŝĞƐ ?  ?EŽƚƚŝŶŐŚĂŵƐŚŝƌĞ ,ĞĂůƚŚĐĂƌĞ E,^
Trust, 2012d). The patients accommodated in this hospital have been 
ĂƐƐĞƐƐĞĚ ƚŽ  ‘ƉƌĞƐĞŶƚ Ă ŐƌĂǀĞ ĂŶĚ ŝŵŵĞĚŝĂƚĞ ĚĂŶŐĞƌ ƚŽ ƚŚĞ ƉƵďůŝĐ ? ĂŶĚ ǁŚŽ
could not be safely contained within a place of lesser security 
(Nottinghamshire Healthcare NHS Trust, 2007: 2). 
 
The overall structure of Rampton Hospital is illustrated in Table 1: Structure of 
Rampton Hospital. The hospital is divided into six directorates, including 
Mental Health, Learning Disabilities, Personality Disorder, Dangerous and 
Severe Personality Disorder (DSPD), tŽŵĞŶ ?Ɛ ^ĞƌǀŝĐĞ ĂŶĚ ĞĂĨ ^ĞƌǀŝĐĞ ? dŚĞ
Mental Health directorate is by far the largest of these, with 110 beds, whilst 
the Deaf Service is the smallest having only 10 beds. 
 
Patients at Rampton may be admitted from prisons for periods of assessment, 
via courts, or other hospitals of lesser security. The average length of stay at 
the hospital is seven and a half years. At the end of their stay, patients are 
usually either transferred back to prison or to places of lesser security 
(Nottinghamshire Healthcare NHS Trust, 2007b). The daily care of patients is 
undertaken by around 1000 nursing, medical and allied healthcare 
professionals. Allied healthcare workers include psychologists, social workers 
and occupational therapists, all forming part of the internal dynamic and 
environment of the institution. 
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TABLE 1: STRUCTURE OF RAMPTON HOSPITAL 
Directorate 
Number of 
Wards 
Ward Type(s) 
Number of 
Beds 
Deaf Service 1 Admission/Assessment/Treatment 10 
DSPD 6 Admission/Assessment 
Treatment 
65 
Learning Disabilities 4 Admission 
Therapeutic Community 
Treatment (2) 
50 
Mental Health 8 Admission (2) 
Continuing Care and treatment (2) 
Treatment 
Intensive Care Unit 
Pre-discharge ward 
Pre-discharge ward for patients with physical disability 
110 
Personality Disorder 4 Admission 
Treatment (3) 
65 
tŽŵĞŶ ?Ɛ^ĞƌǀŝĐĞ 5 Learning Disabilities 
Enhanced Needs Unit 
Mental Illness 
Personality Disorder  W Assessment 
Personality Disorder  W Vulnerable Adults 
50 
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CHAPTER 6: METHODS 
STAGES OF DATA COLLECTION 
This project uses a sequential mixed methods approach, giving equal 
weighting to both quantitative and qualitative methods. This sequential 
design encompassed three stages of data collection: 
x Stage One  W Quantitative examination of hospital databases: 
The rates, frequencies and durations of seclusion and rapid 
tranquillisation within the hospital 
x Stage Two  W Standardised questionnaires: 
Staff attitudes towards aggression, staff and patient perceptions of 
coercive measures and staff and patient experiences of ward 
atmosphere 
x Stage Three  W Semi-structured qualitative interviews: 
Staff experiences of using coercive measures 
 
Whilst these stages of data collection will be conducted sequentially, analyses 
of these data will adopt an iterative approach, all working towards bringing 
the findings and explanations for such findings together, with each stage 
informing the other. Given that previous studies have pointed towards the 
importance of cultural context, stage one will provide the basis for setting the 
scene of what occurs within the hospital, the types of coercive measures 
used, upon whom and how frequently. Stage two, will build upon this study of 
the environment through explorations of attitudes and experiences, most 
notably creating a sense of the atmosphere and culture. In turn, stage three 
will develop from these ideas, exploring more specifically how staff 
experience their work and actions through their personal and professional 
values, emotions and beliefs. These stages are therefore seen as synergistic, 
each building upon the former in building richer, more detailed and in-depth 
explorations and analyses of phenomena occurring within this single hospital. 
 
THE MIXED METHODS DESIGN 
Given the nature and complexities of the research questions being asked, this 
study set out to employ a mixed methods design. Such a design allows the use 
of coercive measures to be studied as a process, while giving due 
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considerations to the influences of wider context at multiple levels. That is, 
moving beyond the questions of what exists, towards investigating the 
experiences of existing (Pope & Mays, 2006). 
 
TERMINOLOGY 
The term  ‘mixed methods ? has previously been used interchangeably with 
 ‘multiple methods ? in multi-trait, combined, integrative, triangulation or 
hybrid research (Campbell & Fiske, 1959; Creswell & Plano Clark, 2007; 
Johnson, Onwuegbuzie & Turner, 2007; Steckler et al., 1992; Tashakkori & 
Teddlie, 2003). Such interchangeable terminology has lent itself to criticism 
for being unhelpful in the curation of bibliographies on the subject as well as 
for causing intellectual confusion (Creswell & Plano Clark, 2007). For the 
purposes of this study, the term mixed methods will be used with reference 
to the use of both qualitative and quantitative methods within a single study 
(Creswell & Plano Clark, 2 ? ? ? ?K ?ĂƚŚĂŝŶ ?dŚŽŵĂƐ ? ? ? ? ? ? ? 
 
BENEFITS 
 ŵŝǆĞĚ ŵĞƚŚŽĚƐ ĂƉƉƌŽĂĐŚ ŝƐ ŽĨƚĞŶ ƌĞĨĞƌƌĞĚ ƚŽ ĂƐ  ‘ƚŚĞƚŚŝƌĚ ƌĞƐĞĂƌĐŚ
ƉĂƌĂĚŝŐŵ ?, besides the established paradigms of qualitative and quantitative 
research (Johnson & Onwuegbuzie, 2004; Johnson, Onwuegbuzie & Turner, 
2007; Tashakkori & Teddlie, 2003). Whilst the combined use of qualitative and 
quantitative methods has sometimes been criticised for causing problems of 
compatibility (Creswell & Plano Clark, 2007; Johnson & Onwuegbuzie, 2004; 
<ƵŚŶ ? ? ? ? ? ?>ŝŶĐŽůŶ ?'ƵďĂ ? ? ? ? ? ?K ?ĂƚŚĂŝŶ ?dŚŽŵĂƐ ? ? ? ? ? ?^ĂůĞ ?>ŽŚĨĞůĚ ?
Brazil, 2002), this study takes a pragmatic approach, viewing mixed methods 
as both complementary and advantageous. Transcending the qualitative 
versus quantitative debate, this study recognises both qualitative and 
quantitative methods as complementary, important and useful, whilst 
profiting from the strengths of both paradigms (Creswell & Plano Clark, 2007; 
Johnson & Onwuegbuzie, 2004; Onwuegbuzie & Leech, 2005; Reichardt & 
Rallis, 1994; Tashakkori & Teddlie, 2003). 
 
Data-collection and analysis in mixed methods research may use qualitative 
and quantitative methods in combination or in succession with an emphasis 
on each method working reciprocally to inform the other (Creswell & Plano 
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Clark, 2007; Ivankova, Creswell & ^ƚŝĐŬ ?  ? ? ? ? ? K ?ĂƚŚĂŝŶ  ? dŚŽŵĂƐ ?  ? ? ?6; 
Tashakkori & Teddlie, 2003). However, the guiding principle is that a single 
method may be insufficient in providing answers to the complexities of 
questions posed by the professional researcher (Creswell & Plano Clark, 2007; 
:ŽŚŶƐŽŶ  ? KŶǁƵĞŐďƵǌŝĞ ?  ? ? ? ? ? K ?ĂƚŚĂŝŶ  ? dŚŽŵĂƐ ?  ? ? ? ? ? dĂƐŚĂŬŬŽƌŝ  ?
Teddlie, 2003). Mixed methods research may help to uncover data, 
explanations and answers in a more rounded way, enabling a broad range and 
depth of exploration whilst offering a more comprehensive approach to 
answering the research questions being asked (Creswell & Plano Clark, 2007; 
Johnson & Onwuegbuzie, 2004; Tashakkori & Teddlie, 2003). The strengths of 
one research method counters the weaknesses of the other, thus providing a 
more comprehensive strategy for data collection and analysis (Creswell & 
WůĂŶŽůĂƌŬ ? ? ? ? ? ?K ?ĂƚŚĂŝŶ ?dŚŽŵĂƐ ? ? ? ?6; Tashakkori & Teddlie, 2003).  
 
STAGE ONE: EXAMINATION OF HOSPITAL DATABASES 
This initial stage of the study ?  ‘ƐĞƚƚŝŶŐ ƚŚĞ ƐĐĞŶĞ ? ? ƐŽƵŐŚƚ to address specific 
questions about the prevalence of coercive measures within the hospital. In 
particular, it considered the correlation between (a) age, gender, ethnicity 
and directorate and (b) rates, frequencies and durations of seclusion and 
rapid tranquillisation. It investigated how often coercive measures are used, 
what types of patients it happens to, and the reasons recorded as to why such 
practices are deemed necessary. This data is useful not only in providing a 
background to coercive measures used at Rampton Hospital, but also in 
providing comparisons with previous studies and potential indicators 
requiring further exploration. 
 
The key issues pursued at this stage included: 
i) Whether younger, more recently admitted male patients are more 
likely to experience coercive measures than older, longer stay female 
patients 
ii) Whether wards of greater acuity are likely to use coercive measures 
more frequently  
 
The approach at this stage was therefore quantitative, attempting to measure 
what happens at Rampton Hospital. Quantitative approaches have 
traditionally been associated with positivist paradigms based on the 
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assumption that an objective reality exists that can be explored through the 
testing of hypotheses (Maykut & Morehouse, 1994; Robson, 2002). As such, 
quantitative approaches are traditionally aligned with questions of what 
exists rather than necessarily with experiences of existing (Pope & Mays, 
2006). 
 
DATA COLLECTION AND ANALYSIS 
Data was collected over a one-year period, from 1
st
 August 2010 to 31
st
 July 
2011. These data only included patients who were residents at the hospital 
for the whole study period, so that individual rates (i.e. the number of times 
that an individual had experienced coercive measures in the year) could be 
obtained. Data from the hospital databases were collected anonymously. 
Each patient was assigned a unique code, making them unidentifiable to the 
ƌĞƐĞĂƌĐŚĞƌ ? ĞŵŽŐƌĂƉŚŝĐ ŝŶĨŽƌŵĂƚŝŽŶ ǁĂƐ ĐŽůůĞĐƚĞĚ ? ŝŶĐůƵĚŝŶŐ ƚŚĞ ƉĂƚŝĞŶƚƐ ?
age, gender and ethnicity, the ward and directorate on which they resided, 
and the date on which they had been admitted to the hospital and to the 
current ward.  
 
Through recording all seclusion and rapid tranquillisation incidents within this 
one year period, the data could then be manipulated in order to explore the 
frequencies of seclusion and rapid tranquillisation for each individual patient, 
as well as considering those patients who had experienced both seclusion and 
rapid tranquillisation during the study period. 
 
The hospital databases recorded seclusion as being used for one of three 
ƌĞĂƐŽŶƐ ?ŶĂŵĞůǇ ? ‘ƚŚƌĞĂƚĞŶŝŶŐďĞŚĂǀŝŽƵƌ ? ? ‘ĂƚƚĂĐŬŝŶŐƐƚĂĨĨ ?Žƌ ‘attacking fellow 
ƉĂƚŝĞŶƚ ? ?dhe start and stop times for seclusion were also recorded, such that 
the duration of each seclusion episode could be calculated in hours. The 
reasons for using rapid tranquillisation were re-coded into four categories, 
ŶĂŵĞůǇ ? ‘ĚŝƐƌƵƉƚŝǀĞŽƌƚŚƌĞĂƚĞŶŝŶŐďĞŚĂǀŝŽƵƌ ? ? ‘ǀŝŽůĞŶĐĞƚŽƐƚĂĨĨ ? ? ‘ǀŝŽůĞŶĐĞƚŽ
ĨĞůůŽǁƉĂƚŝĞŶƚ ?Žƌ ‘ƐĞůĨ-ŚĂƌŵ ?ƐƵĐŚƚŚĂƚƚŚĞƐĞǁŽƵůĚďĞŵŽƌĞĐŽŵƉĂƌĂble with 
reasons for seclusion. 
 
All data was inputted into a specially-designed spreadsheet using the 
statistical software computer programme SPSS (Version 21). Using this data, 
the rates and frequencies of coercive measures were examined within the 
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hospital and individual wards and directorates compared. Variables such as 
age, gender, length of stay and type of ward were analysed for correlations 
between the rates and frequencies of coercive measures used. 
 
PURPOSIVE SAMPLING AND CASE STUDIES 
Using these data, purposive sampling was used to identify four wards as case 
studies to be investigated in greater detail. Purposive sampling has the 
benefits of strategically sampling participants most relevant to answering 
those research questions being posed (Bryman, 2003). As such, purposive 
sampling is based on areas of interests central to the study, in this instance 
exploring factors that influence the use of coercive measures (Cutcliffe, 2000). 
Using a purposive sampling approach, four wards were chosen based on 
apparent variations in the prevalence of coercive measures being used. 
Secondary to this were considerations for gender, diagnoses and variations in 
ward functions. 
 
These four wards included an intensive care ward (ICU), an admission ward, a 
treatment ward providing continuing care, and a pre-discharge ward for those 
patients considered ready to be rehabilitated to a medium secure hospital 
environment, all within the Mental Health Directorate. The Mental Health 
Directorate was chosen for several reasons. Firstly, all wards within this 
Directorate are for male patients only, thereby automatically eliminating 
gender as a contributing variable in the use of coercive measures (Ahmed & 
Lepnurm, 2001; Beck et al., 2008; Heilbrun et al., 1995; Mason, 1998; Paavola 
& Tiihonen, 2010; Pannu & Milne, 2008). Secondly, the primary diagnoses of 
all patients within the Mental Health Directorate are one of mental illness, as 
opposed to learning disabilities or personality disorder, allowing consistency 
in comparisons. Thirdly, and finally, the Mental Health Directorate has clearly 
defined ward functions through which patients progress from admission to 
discharge. The patients on each of these four wards will therefore be at 
different stages of their treatment, thereby allowing variations in ward 
function, and more specifically, ward atmosphere to be studied. 
 
^ŝŶĐĞ ǁĂƌĚ ĂƚŵŽƐƉŚĞƌĞ ŝƐ ĐŽŶƐŝĚĞƌĞĚ ĂƐ ďĞŝŶŐ ĐŽŶƐƚŝƚƵƚĞĚ ŽĨ ǀĂƌŝĂŶĐĞƐ  ‘ŝŶ
ƐŝƚƵ ? ?Ă ĐĂƐĞ ƐƚƵĚǇĂƉƉƌŽĂĐŚ ůĞŶĚƐ ŝƚƐĞůĨ ƚŽ ƐƚƵĚǇŝŶŐƉĂƌƚŝĐŝƉĂŶƚƐǁŝƚŚŝŶ ƚŚĞŝƌ
 ‘ŶĂƚƵƌĂů ?ĞŶǀŝƌŽŶŵĞŶƚǁŝƚŚƐƵĐŚŝŶƚĞƌĂĐƚŝŽŶƐďĞƚǁĞĞŶƚŚĞŝŶĚŝǀŝĚƵĂůĂŶĚƚŚĞŝƌ
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context taking a primary focus (Keen, 2006). The statistical stage of analysis 
ƚŚĞƌĞĨŽƌĞ ƐĞĞŬƐ ƚŽ ŝŶĨŽƌŵ  ‘ǁŚĂƚ ŚĂƉƉĞŶƐ ? ŽŶ ĞĂĐŚ ǁĂƌĚǁŚŝůƐƚ ĨƵƌƚŚĞƌ
explorations consider how such variances occur and possible reasons why. 
The next step was to obtain data through the use of questionnaires. 
 
STAGE TWO: STANDARDISED QUESTIONNAIRES 
The second stage of the study focused on exploring whether: 
i) Variations amongst staff attitudes towards aggression and use of 
coercive measures are influenced by the gender, professional role and 
years of experience 
ii) Staff and patients working and residing on those wards where coercive 
measures are used more frequently are likely to be more accepting of 
their use 
iii) Staff are likely to be more accepting of the use of coercive measures 
than patients 
iv) Staff are likely to view ward atmosphere more favourably than 
patients in terms of ward cohesion, therapy and safety 
 
These questions explore ways in which ward atmosphere might influence the 
use of coercive measures as suggested by previous studies (Brunt and Rask, 
2005; 2007; Howells et al., 2009; Schalast et al., 2008) whilst exploring in 
greater depth the comparisons between the four wards through the use of 
standardised questionnaires. Three questionnaires were used in exploring 
staff and patient perspectives; the Attitudes towards Aggression Scale (ATAS), 
Attitudes towards Containment Measures Questionnaire (ACMQ), and the 
Essential Climate Evaluation Schema (EssenCES). Reasons for choosing these 
questionnaires are given below. 
 
In addition to these questionnaires, staff were also asked to complete a short 
demographics questionnaire relating to their age, years of experience and 
professional affiliation. The ACMQ and EssenCES questionnaires were 
distributed to staff and patients, whilst the ATAS questionnaire was 
distributed to staff only since this questionnaire was designed specifically to 
measure staff attitudes.  
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ATAS 
The Attitudes Towards Aggression Scale, used specifically amongst staff, 
aimed to measure how staff perceive patient acts of aggression (see  
Appendix 1: Attitudes Toward Aggression Scale (ATAS)). This questionnaire 
ŚĂĚ ƚŚĞ ŵŽƐƚ ƌĞůĞǀĂŶƚ ƐĞƚƐŽĨ ƐƵďĐĂƚĞŐŽƌŝĞƐ ƌĞůĂƚĞĚ ƚŽ ƚŚŝƐ ƐƚƵĚǇ ?Ɛ ƌĞƐĞĂƌĐŚ
questions, including aggression as offensive, destructive, intrusive, 
communicative and protective. The questionnaire was designed to be used 
amongst psychiatric healthcare professional exposed to patient aggression 
and has previously been used in Europe, including Germany, Netherlands, 
Norway, Switzerland and the UK (Jansen, Dassen & Moorer., 1997; Jansen et 
al., 2005; Jansen et al., 2006; Jansen, Middel & Dassen, 2006; Jonker et al., 
2008). Through exploring staff perceptions of patient behaviours, indications 
may be given as to how patient behaviours are interpreted. 
 
This questionnaire offered opportunities for the attempts to explore whether 
attitudes towards aggression are associated with staff role, experience, staff 
gender, age or the environment or type of ward in which they work. Through 
drawing comparisons between staff attitudes and prevalence of coercive 
measures used on each of the four wards, comparative analyses might also be 
used in addressing whether, and if so how, staff attitudes might influence the 
rates and frequencies of coercive measures used, by seeking associations 
between staff attitudes, rates and frequencies.  
 
ACMQ 
The Attitudes towards Containment Measures Questionnaire is the only 
questionnaire designed to measure staff and patient attitudes towards 
specific types of containment methods. The ACMQ was originally designed to 
ŵĞĂƐƵƌĞŵĞŶƚĂůŚĞĂůƚŚƐƚƵĚĞŶƚƐ ?ĂŶĚƉƌŽĨĞƐƐŝŽŶĂůƐ ?Ăƚƚŝ ƵĚĞƐĂĐƌŽƐƐĚŝĨĨĞƌĞŶƚ
countries. The ACMQ has previously been used in Australia, England, Finland 
and the Netherlands to compare student and staff attitudes in psychiatric and 
secure services (Bowers et al., 2004; Bowers et al., 2007; Muir-Cochrane et 
al., 2009). As such, not all of the containment measures depicted within the 
questionnaire are used in the UK. 
 
By using this questionnaire for both staff and patients, however, this study 
was able to compare staff and patient attitudes; exploring whether or not 
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there are any differences between staff and patient perceptions, and indeed 
attempting to compare how attitudes at Rampton might differ between 
professional groups and from those at different hospitals and across different 
countries. Through such comparisons, this questionnaire essentially aimed to 
answer whether there are any differences between those who conduct, those 
who authorise and those who are restrained by coercive measures.  
 
In addition, this questionnaire had aims of exploring staff and patient 
perceptions of containment measures that are not necessarily used within the 
UK, such as the use of a net bed (see Appendix 2: Attitudes Towards Containment 
Measures Questionnaire (ACMQ)). Through such comparisons and explorations, 
indications may then be sought as to what types of containment measures 
might be deemed more appropriate, acceptable and dignified, particularly 
amidst the recent reintroductions of mechanical restraints in England and 
Wales. Through identifying what type of containment measures are deemed 
most acceptable, indicators might also be given with regards perceptions of 
ƚŚĞ ‘ůĞĂƐƚƌĞƐƚƌŝĐƚŝǀĞŵĞĂƐƵƌĞƐ ? ?ĂƉŽůŝĐǇŽƌŝĞŶƚĂƚĞĚƚĞƌŵ ?ǁŚŝĐŚŝƐĞƐƐĞŶƚŝĂůůǇ
meaningless without careful considerations of those directly responsible for 
and experiencing such methods. 
 
ESSENCES 
The EssenCES questionnaire was designed specifically for use in forensic 
psychiatric hospitals in measuring ward climate related to wellbeing and 
treatment outcomes (see Appendix 3: Essen Climate Evaluation Scale (EssenCES)). 
The EssenCES questionnaire has previously been used and validated in 
England and Germany (Schalast, 2008; Schalast et al., 2008; Howells et al., 
2009) and was chosen as shorter alternative to ward Atmosphere Scale (WAS) 
(Moos, 1974; 1989). The EssenCES questionnaire is a 15+2 item instrument 
(two of the items are not scored) in comparison with the older WAS 
alternative having 100 items (Moos, 1974; Brunt & Rask, 2005; 2007). The 
EssenCES was therefore seen as a more efficient scale for both staff and 
patients to complete. 
 
The EssenCES questionnaire is divided into three parts, each pertaining to 
measuring ward cohesion, therapy and perceptions of safety. Through 
measuring both staff and patient perceptions, these can be compared to give 
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indicators of similarities and differences. Findings from this questionnaire 
might also bring to attention areas of improvement and implications of future 
practice. Where any obvious discrepancies between staff and patient 
perceptions might arise, or where any particular areas are scored more 
negatively, attention may be given to these areas in looking at ways in which 
this might be improved, reasons why this might be and how this area may be 
strengthened such that both staff and patients achieve greater common 
understandings and expectations of ward role and functions. 
 
DATA COLLECTION 
STAFF 
The sets of questionnaires were distributed to staff in two ways; via email and 
as hard paper copies. Firstly, an email was sent to all staff working on each of 
the four wards, by way of introduction, providing information on the study 
and inviting them to take part. The sets of questionnaires and participant 
information sheets were attached to this email. 
 
Staff were informed that they could return their questionnaires in one of 
several ways. They could attach their completed questionnaires in a separate 
email to the researcher, whereby the researcher would print off the 
completed questionnaire, delete the email and collate further questionnaires 
before looking at the results in order to maintain anonymity. The participant 
could post their completed questionnaire anonymously to the researcher. The 
participant could place their completed questionnaire in a box provided on 
each of the four wards in a location agreed by each of the four ward 
managers. Or, the participant could return the questionnaire directly to the 
researcher in person during allocated ward visits. 
 
A total of three emails were sent to the participants. Once at the beginning of 
the study period, a second time between two-three weeks after the 
commencement of the data collection period, and a final time two weeks 
prior to the study end. The researcher made regular visits to each of the four 
wards during this time, visiting each ward at least twice a week whilst aiming 
to spend as much time on each of the wards as feasible, in accordance with 
ward and staff demands.  
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Each staff member was given a paper copy of the set of questionnaires at the 
commencement of the data collection period. This was done with the 
permission of the ward manager in several ways. The paper copy of the 
questionnaire, along with the participant information sheet was placed in 
individual staff pigeon holes or drawers, they were individually addressed and 
given out to individual staff by their ward managers, or they were given to 
staff individually by the researcher during ward visits. The researcher also 
brought along additional paper copies on each of the ward visits in the event 
the original copies had been misplaced. The majority of staff questionnaires 
were completed and returned to the researcher during ward visits (n = 27), 
some were returned to the researcher via the box placed on the ward (n = 
25), and minimal numbers were returned via post (n = 5) and email (n = 1).  
PATIENTS 
Patients were asked a maximum of three times in total, spread over separate 
visits, whether or not they would like to participate in the study so as not to 
cause distress to their wellbeing. Patient questionnaires were distributed and 
completed in different ways according to the type of ward. These differences 
appeared to be several fold, often depending on the staff who were on duty, 
their differences in approaches to working and opinions/interests in research 
and perceived levels of risk and vulnerability between the researcher and 
patient. 
ACCESS TO PATIENTS 
ADMISSIONS WARD 
On the admission ward, staff would generally allow the researcher to 
accompany them around the main ward, but would approach individual 
patients on behalf of the researcher to ask the patient if they would be 
interested in taking part. Here, staff would ask if the patient would like to 
complete the questionnaire with the researcher, or whether they would like 
to complete the questionnaires in their own time and return their completed 
questionnaire to the researcher at a later date. Around half the patients 
chose to complete the questionnaire alone with two patients choosing to 
spend time with the researcher afterwards to discuss their answers. 
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A quarter of patients on this ward completed the questionnaire with the 
researcher in the visitors room with a member of staff being present, whilst a 
further quarter completed their questionnaire with the researcher in the 
dining room with staff watching from the office but not in the dining room 
itself. Those patients completing the questionnaires with the researcher took 
place on separate days with different members of staff on shift, perhaps 
reflecting the differences in where the questionnaires were completed and 
whether or not the researcher was allowed to be alone with the patient. All 
patient questionnaires from the admission ward were returned to the 
researcher in person. 
INTENSIVE CARE WARD 
On the intensive care ward, the researcher would be asked to wait in the 
ǁĂƌĚǀŝƐŝƚŽƌ ?Ɛroom. The staff would initially approach the patient on behalf of 
the researcher to ask if the patient would be interested in participating. If 
patients were interested, the patient would then be escorted by a member of 
ƐƚĂĨĨ ƚŽ ƚŚĞ ǀŝƐŝƚŽƌƐ ? ƌŽŽŵ ĂŶĚ ǁŽƵůd complete the questionnaire with the 
researcher whilst a member of staff would wait outside, with the door always 
being kept open. As such, all questionnaires were returned to the researcher 
in person. 
TREATMENT WARD 
With regards to treatment ward, the ward manager invited the researcher to 
ĂƚƚĞŶĚ Ă ǁĞĞŬůǇ  ‘ƉĂƚŝĞŶƚ ĨŽƌƵŵ ? ƚŽ ŝŶĨŽƌŵ ƉĂƚŝĞŶƚƐ ĂďŽƵƚ ƚŚĞ ƐƚƵĚǇ ĂŶĚ ƚŽ
discuss any questions the patients and staff may have had. The patient 
forums were conducted on a weekly basis on the treatment ward and were 
designed as a way for patients to vent any issues, to air any grievances and to 
discuss any changes to the ward. 
 
As the treatment ward was regarded as a ward for patients who were 
 ‘ƚƌĞĂƚŵĞŶƚ ƌĞƐŝƐƚĂŶƚ ? ? ƚŚĞ ŵĂũŽƌŝƚǇ ŽĨ ƉĂƚŝĞŶƚƐ ĐŚŽƐĞ ƚŽ ĐŽŵƉůĞƚĞ ƚŚĞŝƌ
questionnaires with the support of the researcher or ward staff. As several 
ƉĂƚŝĞŶƚƐ ŚĂĚ  ‘ŽĨĨ-ǁĂƌĚ ? ĂĐƚŝǀŝƚŝĞƐ ŽŶ ƚŚĞ ĚĂǇƐ ŽĨ ƚŚĞ ƉĂƚŝĞŶƚ ĨŽƌƵŵ ? ƚŚĞ
manager would approach these patients on an individual basis on behalf of 
the researcher and these questionnaires would be returned via the allocated 
ward box. A total of six patient questionnaires were returned directly to the 
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researcher in person, and three returned to the researcher via the allocated 
box. 
PRE-DISCHARGE WARD 
Finally, the pre-discharge ward used a similar approach to the treatment 
ward, in terms of the researcher being invited to the weekly patient forum to 
firstly introduce the study and to answer any questions, followed by 
successive visits for patients who may have either not attended the previous 
meeting or who may have wanted to complete their questionnaires alone in 
their own time. Many of the patients on this ward voiced that they did not 
want to take part, largely because they felt they were coming to the end of 
their time at the ŚŽƐƉŝƚĂůĂŶĚƚŚĂƚƚĂŬŝŶŐƉĂƌƚǁĂƐĂŶ ‘ĂĚĚŝƚŝŽŶĂů ?ĚĞŵĂŶĚŽŶ
what had already been expected of them during their time at the hospital. Of 
those patients who did complete the questionnaires on this ward, all patients 
completed their questionnaires alone. Three patients returned the 
questionnaires directly to the researcher in person and five retuned their 
questionnaires via the allocated ward box.  
 
Findings from these questionnaires may therefore be analysed in relation to 
the frequencies of coercive measures used at Rampton in investigating any 
associations between ward staff and patients perceptions of ward 
atmosphere and frequency of using coercive measures. Comparisons may also 
be drawn with previous studies, between wards, staff roles, staff and 
patients, whilst all cumulating into providing a broader and in-depth picture 
of variables associated with environment, context and use of coercive 
measures. 
 
STAGE THREE: SEMI-STRUCTURED INTERVIEWS 
The final stage of data collection involved semi-structured interviews with 
staff, exploring their experiences of using coercive measures in context. This 
stage involved qualitative investigations into how institutional and emotional 
ǁŽƌŬ ĐŽŶƚƌŝďƵƚĞ ƚŽǁĂƌĚƐ ƐƚĂĨĨ ŵĞŵďĞƌƐ ? ĂƉƉƌŽĂĐŚĞƐ ƚŽ ƚŚĞ ƵƐĞ ŽĨ ĐŽĞƌĐŝǀĞ
measures. Previous studies have acknowledged that the use of coercive 
measures involves complex interactions and influences. However, few studies 
have explored staff experiences of conducting such practices through staff 
narratives. This final stage therefore explored questions of:  
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i) What it is like to perform such coercive practices under presumably 
intense/stressful situations 
ii) How staff manage such expectations placed upon them 
iii) How staff deal with the emotions accompanied by such institutionally 
accepted practices which would be largely deemed unacceptable 
elsewhere 
The interviews were conducted and analysed using a largely constructivist 
grounded theory approach.  
 
GROUNDED THEORY 
Grounded theory is considered a useful qualitative method to adopt in mixed 
methods research, allowing researchers to explore understudied social 
phenomenon within their natural environments (Charmaz, 2011; Glaser & 
Strauss, 1967). There are, broadly, three types of grounded theory, namely, 
objectivist, post-positivist and constructivist (Charmaz, 2011). These are 
distinguished largely through their philosophical standpoints. While all three 
versions of grounded theory have commonalities in the development of 
theory, the philosophical underpinnings and processes by which to do this are 
what distinguish them. 
OBJECTIVIST GROUNDED THEORY 
Objectivist grounded theory, also termed Glaserian grounded theory, places 
emphases on positivist empiricism (Charmaz, 2011; Glaser, 1978, 1998; 2001). 
Researchers are assumed to take a neutral approach to data collection and 
analyses such that theories emerge from the data and may be generalised 
independent of time, place and participants (Charmaz, 2011; Glaser, 1978, 
1998; 2001). 
POST-POSITIVIST GROUNDED THEORY 
Post-positivist grounded theory, developed by Strauss and Corbin (1990; 
1998) in contrast, is rooted in symbolic interactionism and interpretivism 
(Charmaz, 2011; Corbin & Strauss, 2008; Strauss & Corbin, 1990; 1998). Post-
positivist grounded theory places less emphasis on theories emerging from 
the data and greater emphasis on preconceived coding and analytical 
frameworks from which to apply data (Charmaz, 2011; Corbin & Strauss, 
2008; Strauss & Corbin, 1990; 1998). As such, data is seen as testing, 
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developing and building upon existing theories rather than necessarily 
providing innovative new theories (Charmaz, 2007). 
CONSTRUCTIVIST GROUNDED THEORY 
Constructivist grounded theory integrates both objectivist and post-positivist 
ĂƉƉƌŽĂĐŚĞƐ ?ƐŚĂƌŵĂǌ ? ? ? ? ? ?ƐƚĂƚĞƐ ? ‘ĐŽŶƐƚƌƵĐƚŝǀŝƐƚŐƌŽƵŶĚĞĚƚŚĞŽƌǇǀŝĞǁƐ
knowledge as located in time, space and situation and takes into account the 
ƌĞƐĞĂƌĐŚĞƌ ?Ɛ ĐŽŶƐƚƌƵĐƚŝŽŶ ŽĨ ĞŵĞƌŐĞŶƚ ĐŽŶĐĞƉƚƐ ?  ?ŚĂƌŵĂǌ ?  ? ? ? ? P  ? ? ? ? ?
Constructivist grounded theory therefore draws upon the methodological 
strategy of emergence developed by Glaser, whilst building upon the social 
constructivist approaches inherent in Strauss ?ƐƉĞƌƐƉĞĐƚŝǀĞ ?ŚĂƌŵĂǌ ? ? ? ? ? ? ? 
Constructivist grounded theory views the interactions between the 
researcher, participants, data and prior knowledge as influencing the 
processes of data collection, analyses and presentation of findings. Thus, 
findings and analyses are considered to be mutually constructed through the 
ƌĞƐĞĂƌĐŚĞƌ ?ƐŬŶŽǁůĞĚŐĞ ?ǀŝĞǁƉŽŝŶƚĂŶĚƵŶĚĞƌƐƚĂŶĚŝŶŐƐ ?ĂƐǁĞůůĂƐĨƌŽŵƚŚŽƐĞ
of the participants and what is learnt from their narratives.  
 
Emphasis is placed on the roles of relativity and reflexivity, entailing that 
researchers be aware of their own philosophical and disciplinary positioning 
and communicate this transparently to their audience (Charmaz, 2011). As 
such, it recognises that researchers may attempt to be objective, but can 
never be completely value-free. Whilst the researcher is encouraged to take 
an open-approach to data collection and to be guided by what the 
participants say, they are simultaneously guided and influenced by the 
theoretical framework and background literature in which their study is 
embedded. A constructivist grounded theory approach is therefore 
ĐŽŶƐŝĚĞƌĞĚďĞƐƚƐƵŝƚĞĚƚŽƚŚŝƐƐƚƵĚǇ ?ƐůŝŶĞŽĨŝŶƋƵŝƌǇƐŝŶĐĞŝƚĞŶĂďůĞƐ data to be 
considered in relation to sociological theories of deviance, social control, 
institutional and emotional work, whilst remaining open to new ideas in 
developing and enhancing current understandings, both of social theory and 
mental health practice. 
 
SENSITISING CONCEPTS AND SAMPLING METHODS 
The context and positioning of the researcher have been described as 
 ‘ƐĞŶƐŝƚŝƐŝŶŐ ĐŽŶĐĞƉƚƐ ?  ?ŽǁĞŶ ?  ? ? ? ? ? ŚĂƌŵĂǌ ?  ? ? ? ? ? ? Sensitising concepts 
may include the discipline in which the study is located, as well as the 
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theoretical and conceptual frameworks in which the study is positioned 
(Bowen, 2006; Charmaz, 2003; 2011). They lay the foundations for research 
ƚŚƌŽƵŐŚƉƌŽǀŝĚŝŶŐĂƉĞƌƐƉĞĐƚŝǀĞ ? ‘ĚƌĂǁ ?ŝŶŐ ?ĂƚƚĞŶƚŝŽŶ ŽŝŵƉŽƌƚĂŶƚĨĞĂƚƵƌĞƐŽĨ
social interaction and provid[ing] guidelines for research in specifŝĐ ƐĞƚƚŝŶŐƐ ?
(Bowen, 2006: 3). The sensitising concepts grounding the context of this study 
included the systematic literature review, quantitative analyses of hospital 
databases and analyses of staff and patient questionnaires, and the location 
of the study within an interdisciplinary framework bringing together concepts 
from Sociology, Psychiatry and Forensic Psychiatry.  
 
A combination of purposive and theoretical sampling methods were used to 
recruit participants for interview. In adopting a grounded theory in context 
approach to conducting the interviews, a largely theoretical sampling 
approach was used to recruiting participants with some elements of 
purposive sampling in gaining the views of all multidisciplinary team 
members. A purposive sampling approach aims to seek participants 
ƐƚƌĂƚĞŐŝĐĂůůǇ ?ŐĂŝŶŝŶŐĂǀĂƌŝĞƚǇŽĨƉĂƌƚŝĐŝƉĂŶƚƐ ?ǀŝĞǁƐŝŶŽƌĚĞƌƚŽĂŶƐǁĞƌƚŚŽƐĞ
research questions being posed (Bryman, 2008). A theoretical sampling 
approach occurs only after collection has begun with aims to explore 
properties of emergent conceptual categories (Charmaz, 2006; Glaser, 1978, 
1998; Morse, 2007). Whilst theoretical sampling is a key tenet of grounded 
theory, it is recognised however, that purposive sampling can and does often 
occur, at least in the early stages of data collection, in propelling the discovery 
and emergence of early ideas and providing direction for further sampling 
(Coyne, 1997; Cutcliffe, 2000; Lincoln & Guba, 1985). 
 
Potential participants were invited to take part both during ward visits and 
upon return of their questionnaires when these were returned to the 
researcher in person. The researcher was interested in gaining the views of all 
multidisciplinary staff who had experience of using coercive measures 
(thereby being guided by purposive sampling), and also in following up ideas 
and themes using theoretical approaches. Overall, the numbers of staff 
interviewed in each professional role were representative of the proportions 
of staff from different professional groups working on each of the four wards. 
These findings, however, are perhaps generalizable only to this context given 
the specificity of being located within high secure hospital. 
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INTERVIEW SCHEDULE 
Against this background, interviews were conducted using a semi-structured 
schedule and a narrative approach. To encourage staff to speak openly about 
their experiences, interviews began ǁŝƚŚ ƚŚĞ ŽƉĞŶƋƵĞƐƚŝŽŶ  ‘WůĞĂƐĞ ĐĂŶ ǇŽƵ
tell me about your experiences of using ƌĞƐƚƌĂŝŶƚ ĂŶĚ ƐĞĐůƵƐŝŽŶ ? ? ? &ƵƌƚŚĞƌ
questions and prompts were then guided by pĂƌƚŝĐŝƉĂŶƚƐ ?ƌĞƐƉŽŶƐĞƐ ?ƐƵĐŚĂƐ
asking participants to speak either about their very first experience of using 
restraint and seclusion, or, if they could not remember this, to speak about an 
incident that stood out most for them. 
 
Thus, whilst the interview schedule provided a guide to cover the topics 
brought about by the sensitising concepts, the interviews were conducted in a 
way that allowed participants freedom to respond. Through asking broad, 
open questions related to the research topic, opportunities were given to 
individuals to respond in ways that allowed them liberty to talk about their 
personal experiences, to reflect upon their working role and to talk openly 
about their personal responses to the hospŝƚĂů ?ƐŐŽǀĞƌŶĂŶĐĞĂƌƌĂŶŐĞŵĞŶƚƐ ? 
 
In following an emergent approach guided by the principles of grounded 
theory, this open approach was conducive to the researcher being both 
guided and informed by what participants said, rather than imposing their 
ideas upon the data being collected (Blumer, 1954; Charmaz, 2011; Glaser & 
Strauss, 1967). During the iterative process of data collection and analysis, the 
research became more closely immersed in the data. The open but sensitised 
approach to data collection allowed actions and processes to be explored in 
greater detail and for further ideas to emerge, whilst such open-ended 
questions allowed scope for revealing individual and institutional 
idiosyncrasies during analyses. 
 
Where pƌŝŶĐŝƉůĞƐŽĨŐƌŽƵŶĚĞĚƚŚĞŽƌǇĐĂůůĨŽƌ ‘ĐŽŶƐƚĂŶƚĐŽŵƉĂƌŝƐŽŶƐ ?ďĞƚǁĞĞŶ
data collection and analyses, the interviews were transcribed, compared, 
analysed and coded according to emerging actions and processes relevant to 
the participants. These actions and processes were in turn categorised 
according to theme, and in turn compared with existing conceptual 
frameworks and ideas to develop a substantive theory specific to the study 
context. 
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CHAPTER 7: ETHICAL CONSIDERATIONS & REFLECTIONS 
PART 1: ETHICAL CONSIDERATIONS 
Full ethical approval was sought for this study prior to collecting data and 
contacting potential participants. This was granted by the National Research 
Ethics Service Committee (NRES) (REC Ref: 11/EM/0322) and the 
Nottinghamshire Healthcare NHS Trust Research and Development 
Department (Local Ref: CSP/27/10/11) (see Appendix 5: National Research 
Ethics Services Committee Approval and Appendix 6: NHS R&D Ethical 
Approval). This included approvals of all forms used within the study process; 
participant information sheets, consent forms and questionnaires (see 
Appendix 7: NRESC and NHS R&D Approved Forms). Ethical considerations 
have been taken into account throughout the processes of data collection, 
writing and dissemination of research findings. These will be outlined in three 
parts, namely; informed consent, anonymity and confidentiality and honesty 
and non-malevolence.  
INFORMED CONSENT 
&ŽůůŽǁŝŶŐ E,^ ƌĞƐĞĂƌĐŚ ĞƚŚŝĐƐ ƉƌŽĐĞĚƵƌĞƐ ? ƚŚĞ ƉĂƚŝĞŶƚƐ ? ĨŝƌƐƚ ĐŽŶƚĂĐƚ ǁŝƚŚ
regards the study was always by a member of their clinical care team, rather 
than the researcher. The researcher did not have any contact with patients 
until agreement had been sought by a member of clinical staff that the 
patient was happy to be approached by the researcher about the study. Once 
agreement was gained from the patient that they were happy to be contacted 
by the researcher, patients would be visited on each of their respective 
wards, and the information sheet and questionnaires would then be given. 
Patients were given opportunities to speak with the researcher and to ask any 
ƋƵĞƐƚŝŽŶƐĚƵƌŝŶŐƚŚĞƌĞƐĞĂƌĐŚĞƌ ?ƐǀŝƐŝƚƐƚŽĞĂĐŚǁĂƌĚ ?dŚĞ ŝŶĨŽƌŵĂƚŝŽŶ sheet 
also included contact details for the researcher in case of any additional 
questions or queries. Patients were given time to think about whether or not 
they wished to take part in the study, although some patients wished to 
complete the questionnaires straight away and this was allowed under 
research ethics guidance since the study was not viewed as being in invasive 
or threatening. The researcher would revisit each patient approximately one 
week after initial contact, depending on ward schedules, to ask whether or 
not they wished to take part. For those patients who declined during the 
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second visit, they were no longer contacted by the researcher. For those who 
wanted more time to think about it, they would only be revisited once more 
so as not to cause any undue distress to themselves or other patients, or 
disruption to scheduled ward activities and routines.  Patients were made 
aware of this. On agreement to take part, the REC advised that signed consent 
would not be required of patients and that the returning of questionnaires 
was sufficient acknowledgement of consent having been given. This was 
outlined to participants within the information sheet as well as during face-to-
face contact. Details with regards to returning of questionnaires will be 
ouƚůŝŶĞĚŝŶƚŚĞƐĞĐƚŝŽŶ ‘ŶŽŶǇŵŝƚǇĂŶĚŽŶĨŝĚĞŶƚŝĂůŝƚǇ ? ? 
 
With regards to staff, similar ethical procedures applied. The modern matron 
for the Mental Health Directorate along with ward managers of each of the 
four wards were initially contacted with regards their support for the study. 
The four ward managers each agreed to provide names of the staff members 
working on each of their wards. Considerations for issues of anonymity and 
confidentiality surrounding this will be discussed in the following subsection. 
Staff were invited to take part in the study via email as well as during the 
ƌĞƐĞĂƌĐŚĞƌ ?Ɛ ǀŝƐŝƚƐ ƚŽ ĞĂĐŚ ŽĨ ƚŚĞ ǁĂƌĚƐ ? ůĞĐƚƌŽŶŝĐĐŽƉŝĞƐ ŽĨ ƚŚĞ ƉĂƌƚŝĐŝƉĂŶƚ
information sheet, questionnaires and consent forms for interview were sent 
to staff via email. Staff were also given paper copies of these during ward 
visits. Staff were given time to think about whether or not they wished to take 
part and opportunities were given for staff to ask any questions or to raise 
any concerns with regard to participating. Reminders of the study were sent 
to staff via email two weeks after the initial email contact. Staff were also 
ƌĞŵŝŶĚĞĚ ŽĨ ƚŚĞ ƐƚƵĚǇĚƵƌŝŶŐ ƚŚĞ ƌĞƐĞĂƌĐŚĞƌ ?Ɛ ƐĐŚĞĚƵůĞĚ ǁĂƌĚ ǀŝƐŝƚƐ ? ŐĂŝŶ ?
the return of questionnaires was taken as agreed consent to take part. This 
was outlined in the participant information sheet and reiterated during face-
to-face contact. For the purposes of interview however, signed consent was 
required and sought, especially given that staff were digitally voice recorded. 
Additional information was provided for staff with regards taking part in the 
interviews and whom to contact should they become distressed either during 
or after the interviews, particularly due to the potentially sensitive nature of 
the topic being discussed. Details of this information can be found within the 
staff participant information sheet (Appendix 7: NRESC and NHS R&D Approved 
Forms). All initialled, signed and dated consent forms were kept securely, in 
locked University premises in line with the research protocol, whilst taking 
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into account issues of anonymity and confidentiality as will be discussed in 
the following.  
ANONYMITY AND CONFIDENTIALITY 
Considerations for anonymity and confidentiality are important both in 
research and healthcare, yet these two terms are often used interchangeably. 
ŶŽŶǇŵŝƚǇ ŚĂƐ ďĞĞŶ ĚĞĨŝŶĞĚ ĂƐ  ‘ƚŚĞ ŵĞĂŶƐ ŽĨ ƉƌŽƚĞĐƚŝŶŐ ƚŚĞ ŝĚĞŶƚŝƚǇ ŽĨ
ƌĞƐĞĂƌĐŚ ƉĂƌƚŝĐŝƉĂŶƚƐ ?  ?'ŽŽĚǁŝŶ ?  ? ? ? ? P  ? ? ? ? ǁŚŝůĞ ĐŽŶĨŝĚĞŶƚŝĂůŝƚǇ ?  ‘ƚŚĞ
ƐĂĨĞŐƵĂƌĚ ĂŐĂŝŶƐƚ ŝŶǀĂƐŝŽŶ ŽĨ ƉƌŝǀĂĐǇ ?  ?'ŽŽĚǁŝŶ ?  ? ? ? ? P  ? ? ? ? tŚĞƌĞ ƚŚĞ
emphasis of anonymity is placed upon preventing the identification of 
participants, confidentiality in contrast places emphasis on discretion in giving 
information. These issues of course need to be carefully balanced and 
considered in relation to the honesty and openness of the researcher and of 
the research process, allowing fair and analytical critiques of the study and 
study findings. This section aims to outline the issues of anonymity and 
confidentiality encountered both during fieldwork and writing up, including 
discussions of how each of these issues have been addressed. 
 
Health Information Services (HIS) were contacted with regards accessing the 
hospital level data. This service was part of the hospital, and all of this data 
was received and kept in anonymised, confidential and password protected 
formats such that the researcher was assured by the ethics committees that 
this satisfied ethical standards and would not require ethical approval. 
 
A primary concern in the management of anonymity and confidentiality was 
the collection and storage of information regarding participants. This included 
the recording and safe storage of staff names, collection of questionnaires, 
storage of staff consent forms and safe recording and storage of staff 
interviews. These will be discussed in turn. Patient names were never 
recorded. However, each patient questionnaire included a unique 
identification number for the purposes of recording and analysing study 
findings. The recording and safe storage of identifiable data was a particular 
issue for staff, where names were required so that individual staff members 
could be contacted. In order to maintain the anonymity of staff participants, 
all staff names were kept in a secure password protected file, using a 
University password protected computer. Unique identification numbers 
were assigned to individual members of staff for the purposes of data 
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collection and analysis, such that staff wards and roles could be identified by 
the researcher but the full identity of the individual remained protected. This 
process was put in place not only to preserve the anonymity of staff but also 
to regulate any potential researcher bias during analysis of results.  
 
Issues of anonymity and confidentiality were also raised with regards the 
returning of questionnaires. All patient and staff participants were given the 
option of either returning their completed questionnaires directly to the 
researcher during ward visits, or to return them via a secure box placed on 
each of the four wards. Staff were also given the option of posting their 
completed questionnaires, although this was not an option for patients due to 
security regulations of the hospital. All questionnaires were collated prior to 
the inputting of data on the study spreadsheet such that this would reduce 
the likelihood of the researcher being able to identify participants individually 
through questionnaires that might have been returned directly in person on a 
visiting day.  
 
Consent forms from staff were stored in a locked cupboard within University 
key accessed premises for secure storage. These were kept separately from 
the interview recordings. Hospital security procedures were followed with 
regards the use of a digital voice recorder, being encrypted and approved by 
ƚŚĞ ,ŽƐƉŝƚĂů ?Ɛ ƐĞĐƵƌŝƚǇ ĚĞƉĂƌƚŵĞŶƚ ? dŚĞ ǀŽŝĐĞ ƌĞĐŽƌĚĞƌ ǁĂƐ ŬĞƉƚ ŝŶ ƐĞĐƵƌĞ
University premises when not in use, and any names or other identifiable 
information mentioned during interviews were not transcribed. 
Transcriptions of interviews included details of staff gender, ward and role for 
purposes of analysis. Word processed copies of these were password 
protected and paper copies were stored in locked cupboards when not in use. 
Much time was spent between the researcher and supervisors debating 
whether or not the name of the hospital as well as staff genders and roles 
should be disclosed within this thesis. The decision was made to disclose this 
information since the research setting is central to both the understanding of 
high secure hospitals as well as the theoretical underpinnings of this thesis. 
Moreover, the disclosure of staff roles and experiences, along with the types 
of wards from which data were collected, are seen as vital in providing 
openness and transparency to the reader; adding towards richness of data 
found within a single hospital; as well as in allowing comparisons to be made 
between studies. The issues of anonymity and confidentiality have therefore 
undergone much thought throughout this study and it has not been without 
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due regard that locations, staff roles and ward types have been revealed, with 
the full intentions of maintaining anonymity and confidentiality to all 
involved.  
HONESTY AND NON-MALEVOLENCE 
To not deceive or not to do harm to participants are central tenets of 
conducting ethical research. The researcher was honest about their role at all 
times; making both patients and staff aware that they were conducting this 
study as part of an ESRC PhD Case-funded Studentship and that they are a 
mental health nurse by background with a personal interest in this subject. It 
was of great importance to the researcher that they disclose this information, 
not only due to the professional role as a registered healthcare professional, 
but also in being open, honest and trustworthy to the patients, staff and 
potential participants they were working with during this time. Prior to 
conducting their fieldwork, the researcher undertook security training, which 
was mandatory to working within a high secure hospital. They also organised 
a four-week placement as a qualified mental health nurse working on one of 
the wards, where they were able to gain better insights and understandings 
of the environment and of staff roles and expectations. This helped inform 
the questions they might ask during interviews.  
 
Whilst the process of interviewing always involves the risks of participants 
disclosing personal or unexpected information, the interviews were never 
intended to raise uncomfortable feelings for staff. The researcher was actually 
surprised by how honest the participants were with regards the emotions 
revealed by staff, which were often suggestive of the  “machoistic ? cultures 
and intensities of working in a high secure environment, where such feelings 
and emotions are so often hidden. Each member of staff was given an 
information sheet detailing support services to contact should they become 
distressed by the interview process. This was also reinforced verbally at the 
end of each interview, and members of staff were given the opportunities to 
talk informally with the researcher should they have wished. As far as the 
researcher is aware, additional support was not required or sought by any 
members of staff as a result of having taken part in the study.  
The researcher was open about her role as a researcher and PhD student 
throughout this time, and so at no times during the study process was the 
ƌĞƐĞĂƌĐŚĞƌ ĂĐƚŝŶŐ ĐŽǀĞƌƚůǇ ? dŚĞ ĚŝƐĐůŽƐƵƌĞ ŽĨ ƚŚĞ ƌĞƐĞĂƌĐŚĞƌ ?Ɛrole and the 
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influences this might have had on her experiences working at the hospital and 
of the collection of study data will be presented in greater detail through the 
ƌĞƐĞĂƌĐŚĞƌ ?ƐŽǁŶƉĞƌƐŽŶĂůƌĞĨůĞĐƚŝǀĞĂĐĐŽƵŶƚ ?tŚŝůĞƚŚŝƐƐĞĐƚŝŽŶŝƐŝŶƚĞŶĚĞĚƚŽ
be a ƉĞƌƐŽŶĂů ? ƌĂƚŚĞƌ ƚŚĂŶ ŶĞĐĞƐƐĂƌŝůǇ  ‘ĂĐĂĚĞŵŝĐ ? ĚŝƐĐƵƐƐŝŽŶ ?ƚŚĞ ƌĞƐĞĂƌĐŚĞƌ
has chosen to write her reflections in first person, so that her thoughts, ideas 
and recollections will be both personal to herself and to the readers.  
 
PART 2: PERSONAL REFLECTIONS OF THE STUDY PROCESS 
 ‘/E'/Ehd ? 
In order to work within Rampton High Secure Hospital, I was first required to 
undertake mandatory training; one week of intense induction, education and 
preparation with regards the values and expectations of the hospital; the 
security measures required of staff; hospital policies and procedures; as well 
as physical training in personal protection and the management of violence 
and aggression. As part of this induction, I was required to sign a disclaimer 
that I would noƚƌĞƉĞĂƚǁŚĂƚǁĂƐĐŽǀĞƌĞĚŝŶƚŚŝƐǁĞĞŬ ?ƐƚƌĂŝŶŝŶŐĨŽƌƐĞĐƵƌŝƚǇ
ƉƵƌƉŽƐĞƐ ?ĂŶĚƐŽ/ǁŝůůƐĂǇƚŚĂƚƚŚŝƐǁĞĞŬǁĂƐƐŽŵĞƚŚŝŶŐŽĨĂŶ ‘ĞǇĞ-ŽƉĞŶĞƌ ? W
ƚŚĞ ƐŝŵƉůĞ ? ĐŽƌĞ ŵĞƐƐĂŐĞ ďĞŝŶŐ ? ƚŽ ?  ‘ĨŽƌŐĞƚ ĞǀĞƌǇƚŚŝŶŐ ǇŽƵ ŚĂǀĞ ƉƌĞǀŝŽƵƐůǇ
learnt, because different rules apply here  W you come as a blank slate  W a 
 ‘ƚĂďƵůĂ ƌĂƐĂ ?  W ŽƌǇŽƵ ůĞĂǀĞ ? ? /ǁĂƐ ŝŶŵǇ ĨŝƌƐƚǁĞĞŬĂŶĚ /ǁĂƐĂůƌĞĂĚǇďĞŝŶŐ
broken, or at least being broken into, the dominant institutionalised ways of 
thinking  W my years of training and experiences practicing as a mental health 
nurse counted for nothing, and the reasons why I went into nursing felt as 
though they were being eroded. As if attempting a PhD was not enough of a 
huge undertaking in itself  W I had now signed myself up to a Secrecy Act, was 
working in one of the most secure environments in the country and living in 
ƚŚĞ  ‘ƐƚĂĨĨ ƋƵĂƌƚĞƌƐ ? ŽĨ ƚŚĞ ŚŽƐƉŝƚĂů ? ŝŶ Ă ŚŽƵƐĞ ďǇ ŵǇƐĞůĨ ? ŝŶ ƌĞŵŽƚĞ
countryside, all of which felt desperately isolating.  
 
This was followed by a four week placement, between November and 
December 2010, where I experienced for the first time, the real intensity of 
the day-to-ĚĂǇ ǁŽƌŬŝŶŐƐ ŽĨ Ă ŚŝŐŚ ƐĞĐƵƌĞ ĞŶǀŝƌŽŶŵĞŶƚ ? ĨƚĞƌ Ă ǁĞĞŬ ?Ɛ
training, I was subject to almost daily rub down searches into and out of work 
- I would be responsible for my own set of keys - the locking of heavily 
ƌĞŝŶĨŽƌĐĞĚ ĚŽŽƌƐ ĂŶĚ ŚŝŐŚ ĨĞŶĐĞƐ ? / ǁĂƐ ĂƌŵĞĚ ǁŝƚŚ Ă ůŽŶŐ ůŝƐƚ ŽĨ ĚŽ ?Ɛ ĂŶĚ
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ĚŽŶ ?ƚƐ- alloweds and not alloweds - the breach of any of these resulting in 
instant dismissal. But, of course, these were all things I was constantly told I 
ǁŽƵůĚ ‘ŐĞƚƵƐĞĚƚŽ ? W the stubborn and rebellious streak refusing to let myself 
get used to any of this, because this was just not normal  W and I certainly did 
not want it to become normal for me. 
 
DǇƉůĂĐĞŵĞŶƚǁĂƐďĂƐĞĚŽŶĂ  ‘ĐŽŶƚŝŶƵŝŶŐĐĂƌĞ ward for people with severe 
ĂŶĚ ĐŽŵƉůĞǆ ? ƚƌĞĂƚŵĞŶƚ ƌĞƐŝƐƚĂŶƚ ŵĞŶƚĂů ŚĞĂůƚŚ ƉƌŽďůĞŵƐ ?  Wa supposed 
 ‘ƚŚĞƌĂƉĞƵƚŝĐ ĐŽŵŵƵŶŝƚǇ ? ǁŝƚŚŝŶ Ă ŚŝŐŚ ƐĞĐƵƌĞ ĞŶǀŝƌŽŶŵĞŶƚ ĂŶĚ ƐƵƉƉŽƐĞĚůǇ
ŽŶĞŽĨƚŚĞ ‘ĨƌŝĞŶĚůŝĞƌǁĂƌĚƐ ?ŽĨƚŚĞŚŽƐƉŝƚĂů ?dŚŝƐǁŽƵůĚ ?ƵŶďĞŬŶŽǁŶƚŽŵĞĂƚ
the time, become one of the wards for my study. My presence on the ward 
appeared to arouse immediate suspicion and was met with mixed reactions 
from staff. I had been completely open and honest about my background and 
role as a registered mental health nurse, who was now embarking on a PhD  W 
being a covert researcher did not sit comfortably with me or my role as a 
ŚĞĂůƚŚĐĂƌĞ ƉƌŽĨĞƐƐŝŽŶĂů ? ĂŶĚ / ǁĂƐ ĐŽŶĐĞƌŶĞĚ ƚŚĂƚ / ŵŝŐŚƚ  ‘ƐůŝƉ ƵƉ ? ǁĞƌĞ /
ĂƚƚĞŵƉƚ ƚŽ ǁŽƌŬ  ‘ƵŶĚĞƌĐŽǀĞƌ ? ? dŚŝƐ ŚŽǁĞǀĞƌ ? ƐĞĞŵŝŶŐůǇ ƌĂŝƐĞĚ ŵĂŶǇ
questions from staff working on the ward. Why would a registered nurse 
voluntarily choose to do a placement  W ĂĨƚĞƌĂůů ?ŚĂĚ/ŶŽƚ ‘ĚŽŶĞŵǇƚŝŵĞ ?ĂƐĂ
student? What could a nurse possibly want to research? (- ŶƵƌƐĞƐ ĚŽŶ ?ƚ ĚŽ
ƌĞƐĞĂƌĐŚ ? tŚǇ  ‘ŽƵƌ ? ǁĂƌĚ ? &ƌŽŵ ƚŚĞƐĞ ƋƵĞƐƚions, many judgments, 
ĂƐƐƵŵƉƚŝŽŶƐĂŶĚ ‘ũƵŵƉĞĚƚŽĐŽŶĐůƵƐŝŽŶƐ ?ǁĞƌĞŵĂĚĞ PƚŚĂƚ/ŵƵƐƚďĞǁŽƌŬŝŶŐ
ĨŽƌ ƚŚĞ ŵĂŶĂŐĞŵĞŶƚ ƚŽ ƵŶĐŽǀĞƌ  ‘ƐŽŵĞƚŚŝŶŐ ?  ?ǀĂŐƵĞ ĂŶĚ ƵŶƐƉĞĐŝĨŝĐ ďƵƚ
nevertheless sinister); that I myself was under investigation and so was 
ƌĞƋƵŝƌĞĚ ƚŽ ďĞ ŽŶ  ‘ƉůĂĐĞŵĞŶƚ ? ĂŶĚ ƵŶĂďůĞ ƚŽ ƉĞƌĨŽƌŵ ŵǇ ĨƵůů ƋƵŽƚŝĞŶƚ ŽĨ
 ‘ŶƵƌƐŝŶŐ ĚƵƚŝĞƐ ?  ?- a likely frustration to many), or that I was indeed a 
researcher and therefore to be viewed with suspicion (as research can only be 
negative  W ĐŽŶĚƵĐƚĞĚďǇ ‘ĚŽ-ŐŽŽĚĞƌƐ ?ǁŚŽĚĞŵĂŶĚĐŚĂnge). Indeed I was told 
many stories during this period, of how the hospital has historically been rife 
ǁŝƚŚƵŶĚĞƌĐŽǀĞƌƌĞƉŽƌƚĞƌƐƉƵƌƉŽƌƚŝŶŐƚŽďĞ ‘ƌĞƐĞĂƌĐŚĞƌƐ ? ?ƚŚĞƐƵŐŐĞƐƚŝŽŶŚĞƌĞ
ŽĨŵĞƚŽŽďĞŝŶŐĂŶ ‘ƵŶĚĞƌĐŽǀĞƌƌĞƉŽƌƚĞƌ ? ? ?dŚŝƐĂƉƉĂƌĞŶƚůǇŽĐĐƵƌƌĞĚũƵƐƚĂfter 
ƚŚĞ ? ? ? ?ƚĞůĞǀŝƐŝŽŶďƌŽĂĚĐĂƐƚŽĨ ‘dŚĞ^ĞĐƌĞƚ,ŽƐƉŝƚĂů ? ?ǁŚŝĐŚƵŶĐŽǀĞƌĞĚĐĂƐĞƐ
of gross staff misconduct, subsequent investigations and successful 
prosecutions. So it became clear the challenges that would lie ahead of me, 
the enthusiastic naivety from which I had chosen to study this topic and the 
wonder of what I might uncover. 
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 ‘/E/d/d/KE ? PE''/NG STAFF & GAINING TRUST 
Engaging staff in the study and gaining their trust were huge obstacles 
throughout the research process. A major obstacle to gaining staff trust was 
that an internal investigation was being conducted during the time of my 
fieldwork, whereby several members of staff were suspended from practice 
due to questions surrounding their conduct of restraint. Being reasonably 
thick skinned, persistent and having a good sense of humour were all vital to 
making this study work  W although there were many times, when even armed 
with these supposed qualities, the study looked as though it was just not 
going to work and that the fieldwork was just not going to happen. I began 
my fieldwork in August 2011  W approximately nine months after completing 
my placement, having collated and analysed the data from the whole hospital 
and completed stage one of the study. I spent my first few weeks, again, 
wondering what I had let myself in for and again questioning why I had made 
ƚŚĞWŚƐŽǀĞƌǇĚŝĨĨŝĐƵůƚĂŶĚĐŚĂůůĞŶŐŝŶŐĨŽƌŵǇƐĞůĨ ?DǇĨŝƌƐƚƚǁŽǁĞĞŬƐ ‘ŽƵƚŝŶ
ƚŚĞĨŝĞůĚ ?ŝŶǀŽůǀĞĚƐƚĂĨĨƌĞĨƵƐŝŶŐƚŽƐƉĞĂŬƚŽŵĞƉŽŝŶƚďůĂŶŬ ?ƐŝŵƉůǇďĞĐĂƵƐĞ/
was a researcher  W but it  ‘ǁĂƐŶŽƚƉĞƌƐŽŶĂůĂŶĚ/ƐŚŽƵůĚŶŽƚƚĂŬĞŝƚĂƐƐƵĐŚ ? ?
^ƚĂĨĨǁŽƵůĚŝŶǀĞŶƚ ‘ĚŝĨĨĞƌĞŶƚ ?ŶĂŵĞƐĨŽƌƚŚĞŵƐĞůǀĞƐƐŽƚŚĂƚǁŚĞŶ/ĂƌƌŝǀĞĚŽŶ
ƚŚĞǁĂƌĚƐŚĂǀŝŶŐĂƌƌĂŶŐĞĚƚŽŵĞĞƚǁŝƚŚƐŽŵĞŽŶĞƚŚĞǇǁŽƵůĚ ‘ŶŽƚďĞƚŚĞƌĞ ? ?
There were times when I would have arranged to attend the ward to find it 
ĞŵƉƚǇ ? ĂƐ Ăůů ƚŚĞ ƐƚĂĨĨ ĂŶĚ ƉĂƚŝĞŶƚƐ ǁĞƌĞ ŽƵƚ ŽŶ  ‘ǁĂƌĚ ĂĐƚŝǀŝƚŝĞƐ ? ? dŚĞ ƐƚĂĨĨ
would suddenly become extremely busy with my presence on the ward; the 
ŽĨĨŝĐĞ ǁŽƵůĚ ďĞĐŽŵĞ ĚĞƐĞƌƚĞĚ ďƵƚ ƚŚĞ ŵĂŝŶ ǁĂƌĚ ǁŽƵůĚ  ‘ŶŽƚ ďĞ ĂŶ
appropriate place tŽ ƚĂůŬ ĂďŽƵƚ ŵǇ ƌĞƐĞĂƌĐŚ ? ? dŚĞƐĞ ǁĞƌĞ Ăůů ŚƵŐĞůǇ
ĨƌƵƐƚƌĂƚŝŶŐƚŝŵĞƐ ?ďƵƚƐĞĞŵŝŶŐůǇƉĂƌƚŽĨƚŚĞŚŽƐƉŝƚĂůĐƵůƚƵƌĞŝŶ ‘ŝŶŝƚŝĂƚŝŶŐ ?ŶĞǁ
ŵĞŵďĞƌƐ ? ƐĞĞŝŶŐ ŚŽǁ ĨĂƌ  ‘ŶĞǁďŝĞƐ ? ĐŽƵůĚ ďĞ ƉƵƐŚĞĚ ďĞĨŽƌĞ ĐƌƵŵďůŝŶŐ ?
testing their resilience, perseverance and determination. Luckily, after an 
extremely gruelling and challenging first few weeks, I appeared to have 
withstood this test. Not all staff were completely accepting of me being there, 
ďƵƚƚŚĞĨĞǁǁŚŽǁĞƌĞŶŽƚ ?ďĞĐĂŵĞ ‘Đŝǀŝů ?ďǇƚŚĞƚŝŵĞŽĨŵǇůĞĂǀŝŶŐ ? 
 
As the more dominant characters of each ward, namely those who were the 
 ‘ĂůƉŚĂ ŵĂůĞƐ ? Žƌ  ‘ůĞĂĚĞƌƐ ŽĨ ƚŚĞ ƉĂĐŬ ?  ?ĂůƚŚŽƵŐŚ ŶŽƚ ŶĞĐĞƐƐĂƌŝůǇ ĂůǁĂǇƐ ƚŚĞ
ward managers), began to demonstrate some acceptance of me being there,  
others became more accepting of my presence. Perhaps being a relatively 
young female influenced this and I frequently question whether I would have 
been met with the same reception, results or findings if I had have been an 
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older female, had a more dominant character or presence, or even been a 
male researcher. Ironically, patients were often more readily accepting of me 
than staff, although, as these were all male wards, this was also had to be met 
with caution.  Where I had been warned about the perils of being a lone 
female worker and the potential vulnerabilities of this role with regards risks 
of grooming from patients, I had not been warned, or foreseen, these risks 
from staff. I frequently found myself behaving in ways I would not normally 
ĚŽĨŽƌƚŚĞƐĂŬĞŽĨďĞŝŶŐĂďůĞƚŽ ‘ĚŽŵǇũŽď ?ĂŶĚŚĂǀŝŶŐƚŽ ‘ĨŝƚŝŶ ? ?adopting a 
ƐŽŵĞǁŚĂƚ  ‘ůĂĚĚŝƐŚ ƐĞŶƐĞ ŽĨ ŚƵŵŽƵƌ ? ? ĨŽƌ ĞǆĂŵƉůĞ ? ůĂƵŐŚŝŶŐ Ăƚ ĐƌƵĚĞ ũŽŬĞƐ
and staving off inappropriate comments by staff, when inwardly cringing for 
putting up with this.  I began questioning my honesty as a researcher, my 
integrity as a person and what made me behave this way. Although there are 
no easy answers, perhaps there are some ironic parallels between my role as 
Ă ƌĞƐĞĂƌĐŚĞƌ ŶŽƚ ǁĂŶƚŝŶŐ ƚŽ ďĞ ĂŶ  ‘ŽƵƚƐŝĚĞƌ ? ĂŶĚ ƚŚĞ ŵĞŵďĞƌƐ ŽĨ ƐƚĂĨĨ /
ŝŶƚĞƌǀŝĞǁĞĚ ŶŽƚ ǁĂŶƚŝŶŐ ƚŽ ďĞ ůĞĨƚ ĂůŽŶĞ  ‘ŽŶ ƚŚĞ ŽƵƚƐŝĚĞ ? ǁŝƚŚŝŶ ƐƵĐŚ Ă
vulnerable place (see pages 235-239).  
WZWd/KE^K& ‘Z^Z,Z ? 
My dual role as a nurse and researcher meant that I was often perceived as 
being both an insider and outsider. It was certainly interesting how my role, 
and perceptions of my role as a researcher had evolved, from being on 
placement to collecting data. Staff perceptions and reactions towards me 
certainly seemed to change during this time; perhaps because I was on the 
wards for the purposes of fieldwork, I ǁĂƐĚŽŝŶŐ ƚŚĞǁŽƌŬ ƚŚĂƚ  ‘ƌĞƐĞĂƌĐŚĞƌƐ
ĚŽ ? ĂŶĚ ƐŽ ŵǇ ƌŽůĞ ǁĂƐ ůĞƐƐ ĐŽŶĨƵƐŝŶŐ ĂŶĚ ƚŚĞƌĞĨŽƌĞ ůĞƐƐ ƚŚƌĞĂƚĞŶŝŶŐ ? ĂůƐŽ
because I was no longer spending 7-14 hours per day at a time on a single 
ward. Staff predominantly assumed that I was a psychologist and not a nurse, 
at least to begin with, and until I made a point of correcting them; perhaps 
because psychologists were perceived as outsiders whilst nurses were hands 
ŽŶĂŶĚŶŽƚĂĨƌĂŝĚŽĨ ‘ĚŝƌƚǇǁŽƌŬ ? ?ĂŶĚƐŽƚŚĞƌĞǁĂƐĂĐŽŵŵŽŶĂůŝƚǇĨƌŽŵǁŚŝĐŚ
to work from, and I ǁĂƐ ĐŽŶƐŝĚĞƌĞĚ Ă ďŝƚ ŵŽƌĞ Ă  ‘ƉĂƌƚ ŽĨ ƚŚĞ ƚĞĂŵ ? ? dŚĞƌĞ
remained some underlying suspicion and mistrust of my role as a researcher 
however, not least because of the ongoing internal investigation, from which I 
would later find out one member of staff resigned prior to a decision being 
made, and the other members of staff were severely demoted. This sparked 
quite mixed reactions from staff with regards the topic of my study and who I 
might be working for. Again, staff anxieties seemed to stem from concerns 
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thĂƚ / ŵĂǇ ĞŝƚŚĞƌ ďĞ ĂŶ  ‘ƵŶĚĞƌĐŽǀĞƌ ŝŶƚĞƌŶĂů ŝŶǀĞƐƚŝŐĂƚŽƌ ǁŽƌŬŝŶŐ ĨŽƌ ƚŚĞ
management, or a reporter. Some staff reacted positively to the study during 
this time; saying that they wanted to speak out over a major part of their role 
and to talk about the challenges they face working in a high secure 
environment; others were willing to give their views via questionnaires but 
withdrew from the interviews being cautious that they might be 
reprimanded. Taking part in the study therefore required a lot of trust 
between the participants and researcher, and the very presence of a 
researcher proved anxiety provoking for some. As a researcher, it was 
therefore paramount to address how these feelings of discomfort might be 
addressed and resolved.  
OPENING UP UNCOMFORTABLE FEELINGS: ROLE CONFLICT AS NURSE & 
RESEARCHER 
Some staff were often reluctant to participate in the study since there was an 
expectation from them either for immediate results and change or seeming 
not to want change at all. Of course, this is speaking of two extreme views 
ĂŶĚ ƚŚĞƌĞ ǁĞƌĞ ŵĂŶǇ ƐƚĂĨĨ ǁŚŽ ?Ɛ ǀŝĞǁƐ ǁĞƌĞ ƐŽŵĞǁŚĞƌĞ ŝŶ ďĞƚǁĞĞŶ ? ^ƚĂĨĨ
appeared initially reluctant to take part in the interviews due to being 
recorded and many appeared anxious at this; largely because they felt they 
ǁŽƵůĚ ďĞ ŵĂĚĞ  ‘ŝĚĞŶƚŝĨŝĂďůĞ ? ? Žƌ Ăƚ ůĞĂƐƚ ŵŽƌĞ ĞĂƐŝůǇ ƐŽ ƚŚĂŶ ǀŝĂ ƚŚĞ
completion of questionnaires. These anxieties were allayed through taking 
the time talk to staff about how the interviews would be transcribed and 
used.  
 
During the interviews, I was primarily struck by how open and honest staff 
talked about their personal feelings and emotions in relation to their work; 
how they openly expressed the fears, anxieties and anguish they face in being 
at work and the potential risks and harm they fear they subject themselves to 
on a daily basis. This was in great contrast to my initial experiences of working 
ŝŶ ƚŚŝƐ ĞŶǀŝƌŽŶŵĞŶƚ ǁŝƚŚ ƚŚĞƐĞ ŝŶĚŝǀŝĚƵĂůƐ ? ƚŚĞ  ‘ƚĞƐƚŝŶŐ ?ŽĨ ŵǇƉĞƌƐĞǀĞƌĂŶĐĞ
and how I was used to each of the individual staff members behaving 
amongst the general ward milieu. I was used to observing these individuals 
bantering with one another, responding apparently fearlessly to incidents, 
 ‘ďůŝĐŬ ? ĂůĂƌŵƐ ? ƐŝƚƚŝŶŐ ŽƵƚƐŝĚĞ ƐĞĐůƵƐŝŽŶ ƌŽŽŵ ĚŽŽƌƐĐĂůŵůǇ ĂŶĚ ĐŽůůĞĐƚĞĚůǇ
while patients were swearing, shouting threats, pounding their fists and 
kicking at the doors and walls. Many of these staff, perhaps purposely, appear 
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quite intimidating; they stride with confidence down the corridors; they adopt 
a glare that is emotionless, and even with years of training and experience is 
difficult to read. They have the ability to give nothing away when speaking to 
another member of staff; in their body language, tone of voice or reactions to 
receiving information; all of which I understand now is part of their years of 
experience working in this environment, and what has become their 
protection from those they work with. Many of the staff adopt a strict gym 
regime  W using the hospital gym during their breaks. There is an obvious body 
building culture throughout the hospital, and particularly on wards with a 
ƌĞƉƵƚĂƚŝŽŶĂƐďĞŝŶŐ ‘ƉƌŽďůĞŵĂƚŝĐ ? ?DĂŶǇŽĨƚŚĞĨĞŵĂůĞŵ ŵďĞƌƐŽĨƐƚĂĨĨƚĂŬĞ
an interest in either body building or martial arts, and although uniform is no 
longer required, an informal uniform code is adopted by many. For men, this 
would usually be a white or pale blue shirt with black trousers, for females 
this will usually be replaced by a dark coloured t-shirt and black trousers. 
Through these subtle hints of institutional norms and culture the disclosure of 
feelings and emotions were therefore greatly unexpected and in huge 
contrast to the daily containment of emotions I had grown accustomed to 
observing. 
 
Staff frequently spoke of the rare opportunities they had with which to speak 
with such frankness and unreservedness, especially within their work 
environment. On the one hand they spoke to the colleagues because their 
family and friends outside of work simply just would not understand. On the 
other hand however, they remained cautious of how much to disclose to 
colleagues, since to disclose these fears would be to lose face, confidence and 
cohesion amongst the team. What resonated with me was the poignancy in 
ƐŝŵŝůĂƌŝƚŝĞƐďĞƚǁĞĞŶĞĂĐŚŽĨƚŚĞƐĞƐƚĂĨĨŵĞŵďĞƌƐ ?ĨĞĞůŝŶŐƐ ?ǇĞƚƚŚĞŝŶĂďŝůŝƚǇƚŽ
disclose these; both in my role as a researcher in breaching confidentiality as 
well as the inhibitions of staff to disclose these feelings between themselves. I 
felt bittersweet for quite some time at having conducted these interviews. I 
ĨĞůƚĂƐƚŚŽƵŐŚ/ŚĂĚŽƉĞŶĞĚƵƉƐŽŵĞƚŚŝŶŐŽĨĂWĂŶĚŽƌĂ ?ƐďŽǆĨŽƌƚhose who 
had taken part in the interviews, yet felt, and still feel, somewhat helpless in 
terms of what I can actually do to alleviate those feelings of burden, pain, 
guilt and fear. I had gone from being a researcher whom no one wanted to 
speak to, to being the researcher whom on an individual basis, staff spoke to 
with great frankness, openness and honesty, and I was massively confused 
and at a loss as to what to do with this. I was sitting with staff, listening to the 
narratives of their experiences, sometimes for over an hour. Then they would 
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simply go back to their daily jobs having just disclosed to me how challenging 
and difficult their work was, and each time I passed them on the wards or 
corridors of the hospital, I knew that I too, had to learn not to allow too much 
emotion to pass in my body language, such as not to betray to others what 
they had so honestly told me. 
 
This felt at great odds between my roles as a researcher and a nurse. As a 
nurse I would be asking those individuals to be kind to themselves, at least for 
the rest of the day. To take things steady and to recuperate from those 
emotions before taking on anything too strenuous again. Yet, here, as a 
researcher, I was allowing participants to disclose this mass of feeling and 
emotion, onůǇƚŽƌĞƚƵƌŶƚŽƚŚĞƉůĂĐĞƚŚĞǇƚŽůĚŵĞƚŚĞǇĚŽŶ ?ƚĨĞůƐĂĨĞǁŽƌŬŝŶŐ
in. I realised that my role here was not as a counsellor or a nurse, but longed 
for some answers as to how to manage both these roles that are so much a 
part of me. I was surprised at the lack of literature on the tensions between 
being a researcher and a nurse, and even when asking academic nurse 
colleagues with regards to this, was no closer to finding any more literature 
on these role conflicts and dilemmas. I had advised the individuals whom I 
had interviewed of the staff counselling service and given them phone 
numbers to contact should they have needed to, although all staff declined. 
Many of the staff whom I had interviewed expressed their gratitude at the 
end of their interview, of having been given the opportunity to speak to 
somebody about these burdensome thoughts and feelings which they would 
not normally be able to do, and the catharsises they felt at having done so. It 
was somewhat with regret on my part therefore, with regards to those who 
had not taken the opportunity to be interviewed; not necessarily for the 
purposes of research, but more so, for the unburdening of the feelings, 
emotions and tensions that they too might be experiencing. 
 
Returning to the main ward environment after an interview was always 
ƐŽŵĞƚŚŝŶŐŽĨĂ ‘ǁĂŬĞƵƉĐĂůů ? ?ƚŚĞŝƌŽŶŝĐƌĞƚƵƌŶƚŽƚŚĞ ‘ŶŽƌŵĂůŝƚǇ ?ŽĨǁŽƌŬŝŶŐ
in this environment meant that staff who had gone through the interview 
process were often encouraging of their colleagues to take part. This in itself 
for me, raised issues regarding confidentiality and anonymity for those 
involved, however, it was not myself who disclosed who had taken part in the 
interviews, but rather the interviewees themselves. This encouragement of 
other staff was often apparĞŶƚůǇďĂƐĞĚŽŶ ‘ĐŽŵƉĞƚŝƚŝǀĞƐƉŝƌŝƚ ?ďĞƚǁĞĞŶƐƚĂĨĨ ?
who could be interviewed for the longest period of time, or who could speak 
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the quickest and get the most words in to an interview. This competitiveness 
appeared to be part of the culture amongst staff; the bravado and 
camaraderie that is both needed in spending fourteen hours at a time with 
each other working shifts on the wards, as well as reinforcing the need to be a 
 ‘ĐůŽƐĞŬŶŝƚ ?ƚĞĂŵǁŚĞƌĞǁŽƌŬŝŶŐŝŶƚŚŝƐƉŚǇƐŝĐĂůůǇĂŶĚĞŵŽƚŝŽŶĂůůǇĐŚĂůůĞŶŐŝŶŐ
environment. Being back to the realities and daily grinds of working in the 
high secure environment after the interviews was therefore something of a 
ƐŚŽĐŬ ƚŽ ƚŚĞƐǇƐƚĞŵ ?ƌĞŝŶĨŽƌĐŝŶŐ ƚŚĞŶŽƚŝŽŶŽĨ  ‘ŚŝĚĚĞŶĞŵŽƚŝŽŶƐ ?ǁŝƚŚŝŶ ƚŚŝƐ
highly regimented, masked environment. 
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CHAPTER 8: HOSPITAL LEVEL DATA 
OVERVIEW 
This chapter provides detailed analyses of hospital database recordings on the 
uses of seclusion and rapid tranquillisation between 1
st
 August 2010 and 31
st
 
July 2011. These analyses aim to provide an overview of the rates and 
frequencies by which coercive measures are used within Rampton Hospital 
and the characteristics of those coerced. The chapter will be divided into four 
sections exploring the rates, frequencies and characteristics of those who 
have experienced i) coercion, namely seclusion or rapid tranquillisation; ii) 
patients who have experienced seclusion only; iii) patients who have 
experienced rapid tranquillised only; and iv) patients who have experienced 
both seclusion and rapid tranquillisation during the one year study period, 
although not necessarily resulting from the same incident. Statistical tests 
were conducted for those patients who experienced either seclusion or rapid 
tranquillisation singularly as well as for those who experienced both since 
these methods have different practice implications and therefore might 
reflect differences in ward, and patient characteristics and needs. Non-
parametric tests were used for analyses as the data violated assumptions of 
normality, identified through Kolmogorov-Smirnov tests. 
 
During August 2010-July 2011, 316 patients were continuous residents at 
Rampton Hospital, and it is those patients who will be included in this report. 
274 were male (aged 20-73, mean = 39.7, ± 10.75) and 42 were female (aged 
20-55, mean = 36.8, ± 8.66), with a mean age of all patients being 39.52 years 
(± 10.54). The average length of stay for patients at the end of the study 
period, was just under six years (total population, mean = 2151.6, ± 1789.0; 
male, mean = 2189.0, ± 1849.5 days; female, mean = 1907.3, ± 1320.0 days). 
There were no statistically significant differences in age or length of stay 
between males and females. Of the whole hospital population, data was 
missing regarding ethnicity for one patient. Of the 315 remaining patients for 
whom ethnicity was available, 259 of these patients were categorised as 
ďĞŝŶŐŽĨ ‘white ?ĞƚŚŶŝĐďĂĐŬŐƌŽƵŶĚĂŶĚ ? ?ŽĨ ‘non-white ?ĞƚŚŶŝĐďĂĐŬŐƌŽƵŶĚ ?
Numbers were too small however, to analyse ethnicity more specifically 
ĂŵŽŶŐƐƚ ƚŚĞ  ‘non-white ? ƉŽƉƵůĂƚŝŽŶ ǁŚŽ ǁĞƌĞ ĐŽĞƌĐĞĚ  ?ƚŽƚĂů ĐŽĞƌĐĞĚ ?n = 
139; white, n = 113; Asian, n = 6, Black, n = 12, Mixed, n = 8). 
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PART 1: COERCION 
During the one year study period there were a total of 911 incidents involving 
either seclusion or rapid tranquillisation; (seclusion = 794; rapid 
tranquillisation = 117). 140 patients (m = 108; f = 32), were involved in these 
incidents, accounting for 44% of the total hospital patient population (see Bar 
Chart 1).  
 
 
BAR CHART 1: PROPORTIONS OF PATIENTS EXPERIENCING COERCION BETWEEN AUGUST 
2010  W JULY 2011 
 
GENDER 
Where taking into account the whole hospital population, significant 
differences were found between the proportions of male and female patients 
who experienced coercive measures . Female patients were proportionately 
more likely to experience either form of coercive measures than males, ʖ ? (1, 
n = 140; f =32; m = 108) = 11.12, Ɖ A? .001.Of those patients experiencing 
coercion, female patients (Md = 6.5, n = 32) were also coerced significantly 
more times than males (Md = 2.0, n = 108), U = 842.00, z = -4.493, p < .000, r = 
-.38. 
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BAR CHART 2: MEDIAN NUMBER OF TIMES MALES AND FEMALES EXPERIENCED COERCION 
 
AGE 
The ages of those patients who experienced coercive measures (Md = 36, n = 
140) were compared with the ages of those who did not (Md = 40, n = 176). 
Patients who experienced coercive measures were found to be significantly 
younger than those who did not, U = 9447.50, z = -3.562, p < .000, r = -.200. 
Amongst those patients who experienced coercive measures, no significant 
differences in age were found between males and females. Neither were 
significant correlations found between age and number of times patients 
experienced coercion.  
 
LENGTH OF ADMISSION 
 ^ƉĞĂƌŵĂŶ ?Ɛ ƌŚŽ ĐŽƌƌĞůĂƚŝon coefficient revealed no statistically significant 
ĂƐƐŽĐŝĂƚŝŽŶďĞƚǁĞĞŶƉĂƚŝĞŶƚƐ ?ůĞŶŐƚŚŽĨĂĚŵŝƐƐŝŽŶĂŶĚĐŽĞƌĐŝǀĞĞƉŝƐŽĚĞƐ ? 
 
DIRECTORATE 
Where taking into account the overall numbers of patients within each 
directorate, significant differences were found in the proportions of patients 
experiencing coercive measures between each directorate. Patients within 
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ƚŚĞ tŽŵĞŶ ?Ɛ ^ĞƌǀŝĐĞ ŝƌĞĐƚŽƌĂƚĞ ǁĞƌĞ ƉƌŽƉŽƌƚŝŽŶĂůůǇŵŽƐƚ ůŝŬĞůǇ ƚŽ
experience coercion, ʖ ? (5, n = 140) = 27.431, p < .001. Of those patients 
experiencŝŶŐĐŽĞƌĐŝŽŶ ?ƉĂƚŝĞŶƚƐǁŝƚŚŝŶƚŚĞtŽŵĞŶ ?Ɛ^ĞƌǀŝĐĞŝƌĞĐƚŽƌĂƚĞĂůƐŽ
experienced coercion more times, ʖ ? (5, n = 911) = 11.54.357, p<= .001. These 
findings reflect the hospital-wide gender differences amongst patients who 
were coerced. 
 
 
BAR CHART 3: PATIENTS EXPERIENCING COERCION WITHIN EACH DIRECTORATE 
 
BAR CHART 4: MEDIAN NUMBER OF TIMES PATIENTS WERE COERCED WITHIN EACH 
DIRECTORATE 
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WARD ACUITY 
It was hypothesised that patients who are newly admitted or requiring the 
most intensive levels of care would be those most often coerced. Such levels 
of care were identified through ward functions. Each of the Directorates 
within Rampton Hospital, with thĞ ĞǆĐĞƉƚŝŽŶ ŽĨ ƚŚĞ tŽŵĞŶ ?Ɛ ^ĞƌǀŝĐĞ
Directorate, can be divided into four levels of ward acuity pertaining to; i) 
Intensive Care and High Dependency ii) admission and Assessment; iii) 
treatment and Continuing Care; and iv) pre-discharge. Where cases from the 
tŽŵĞŶ ?Ɛ^ĞƌǀŝĐĞŝƌĞĐƚŽƌĂƚĞǁĞƌĞĞǆĐůƵĚĞĚĨƌŽŵĂŶĂůǇƐĞƐ ?  ? ? ? ŝŶĐŝĚĞŶƚƐŽĨ
coercive measures over the one year study period remained, attributable to 
108 individuals. A Chi-squared test revealed that significantly greater 
proportions of patients residing on the Intensive Care Units experienced 
coercive measures, ʖ ? (3, n = 108) = 39.820, p < .001. 
 
 
 
BAR CHART 5: PROPORTIONS OF PATIENTS COERCED BY WARD ACUITY 
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Patients on the Intensive Care wards also experienced coercive measures 
most times where the proportions of patients residing on each of the wards 
are taken into account, ʖ ? (3, n = 451) = 400.834, p < .001. Patients residing on 
the pre-discharge wards were least likely to experience coercive measures 
and for the least amount of times. Whilst these divisions of ward acuity are 
helpful in providing indicators of the type of ward most likely to use coercive 
measures, it is also important to note that some patients may have changed 
wards during the study period and so these data are not entirely reliable. 
 
 
BAR CHART 6: MEDIAN NUMBER OF TIMES COERCED BY WARD ACUITY 
 
ETHNICITY 
Limited studies have reported patient ethnicity in relation to coercive 
ƉƌĂĐƚŝĐĞƐ ? tŚĞƌĞ ƉĂƚŝĞŶƚƐ ? ĞƚŚŶŝĐ ŐƌŽƵƉƐ ǁĞƌĞ ĚŝǀŝĚĞĚŝŶƚŽ ĞŝƚŚĞƌ  ‘white ? Žƌ
 ‘non-white ? ĐĂƚĞŐŽƌŝĞƐ ? ŶŽ ƐŝŐŶŝĨŝĐĂŶƚ ĚŝĨĨĞƌĞŶĐĞƐ ǁĞƌĞ ĨŽƵŶĚ ďĞƚǁĞĞŶ
numbers of patients being coerced proportionate to the whole hospital 
population, ʖ ? (1, n = 139) = .082, p >  ? ? ? ?WĂƚŝĞŶƚƐŽĨ ‘non-white ?ĞƚŚŶŝĐŽƌŝŐŝŶ
ŚŽǁĞǀĞƌ ? ǁĞƌĞ ĐŽĞƌĐĞĚ ŵŽƌĞ ƚŝŵĞƐ ƚŚĂŶ ƉĂƚŝĞŶƚƐ ŽĨ  ‘white ? ĞƚŚŶŝĐ ŽƌŝŐŝŶ
where proportions of patients were taken account, ʖ ? (1, n = 910) = 4.783, p < 
.03.  
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BAR CHART 7: MEDIAN NUMBER OF TIMES COERCED WITHIN EACH ETHNIC GROUP 
 
REASONS 
Reasons for using coercive measures were categorised into four groups in 
ĂĐĐŽƌĚĂŶĐĞǁŝƚŚƚŚĞŚŽƐƉŝƚĂů ?ƐĚĂƚĂďĂƐĞƐ ?ŶĂŵĞůǇ ? ‘ǀŝŽůĞŶĐĞƚŽĨĞůůŽǁƉĂƚŝĞŶƚ ? ?
 ‘ǀŝŽůĞŶĐĞ ƚŽ ƐƚĂĨĨ ? ?  ‘ĚŝƐƌƵƉƚŝǀĞ Žƌ ƚŚƌĞĂƚĞŶŝŶŐ ďĞŚĂǀŝŽƵƌ ? Žƌ  ‘ƐĞůĨ-ŚĂƌŵ ? ?
Significant differences were found between these four categories, with 
disruptive or threatening behaviour accounting for the most common reason 
for using coercive measures, ʖ ? (3, n = 911) = 1103.485, p < .001. 
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Where examining reasons for using coercive measures in relation to gender, 
significant associations were found, ʖ ? (3, n = 911) = 80.719, p < .001, phi 
=.298. Post hoc Chi-square pair wise analyses revealed that female patients 
were proportionately more likely to experience coercion than males for all 
four reasons (violence to fellow patient, ʖ ? (1, n = 53) = 7.921, p < .005; 
violence to staff, ʖ ? (1, n = 146) = 376.524, p < .001; disruptive or threatening 
behaviour, ʖ ? (1, n = 657) = 569.622, p < .001; and self-harm, ʖ ? (1, n = 55) = 
315.087, p < .001). 
 
 
BAR CHART 9: REASONS FOR COERCION BY GENDER 
 
A Chi-square test for independence indicated significant associations between 
ƌĞĂƐŽŶƐĨŽƌĐŽĞƌĐŝŽŶĂŶĚĞƚŚŶŝĐŝƚǇǁŚĞƌĞƉĂƚŝĞŶƚƐ ?ĞƚŚŶŝĐŐƌŽƵƉƐǁĞƌĞĚŝǀŝĚĞĚ
ŝŶƚŽ ‘white ?ĂŶĚ ‘non-white ? ?ʖ ? (3, n = 910) = 14.806, p < .002, phi = .128. Post 
hoc Chi-square pair wise analyses indicated ƚŚĂƚƉĂƚŝĞŶƚƐŽĨ ‘non-white ?ĞƚŚŶŝĐ
origin were proportionately more likely to experience coercion for reasons of 
violence to staff, ʖ ? (1, n = 146) = 13.613, p <  ? ? ? ? ?WĂƚŝĞŶƚƐŽĨ ‘white ?ĞƚŚŶŝĐ
origin were proportionately more likely to experience coercion for reasons of 
self harm, ʖ ? (1, n = 55) = 4.152, p < .045. No significant differences however 
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reasons of coercion relating to violence to fellow patients or disruptive or 
threatening behaviour.  
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BAR CHART 10: REASONS FOR COERCION ASSOCIATED WITH ETHNICITY 
 
A multivariate logistic regression analysis was conducted to examine the 
influences of age, directorate, and ward acuity on whether or not patients 
were coerced. The full model explaining all predictors was statistically 
significant, ʖ ? (8, n = 274) = 93.289, p < .001, indicating that the model was 
able to distinguish between those coerced and those not coerced. The model 
as a whole explained between 28.9% (Cox and Snell R square) and 39.1% 
(Nagalkerke R squared) of variance in coercion, and correctly classified 63.7% 
of cases. Of these variables, ward acuity made the largest contribution (beta = 
4.810, p < .001) to whether or not patients were coerced, whilst directorate 
(beta = - 2.460, p < .03) also made a significant contribution, perhaps 
reflecting differences in gender. Surprisingly, no significant contributions were 
found for age. 
 
Overall then, these findings indicate that female patients or patients residing 
on Intensive Care Units would be those most likely to be coerced, and most 
frequently. Although these findings suggest that female patients requiring 
intensive care would be those most likely to be coerced, such assumptions 
cannot be made from this data since ward acuity is not categorised as such 
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a hypothesis that requires further investigation. In addition, these findings do 
not distinguish between the characteristics of those patients experiencing 
either seclusion or rapid tranquillisation individually, and so these statistical 
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tests will be replicated for those patients who experienced one of either 
seclusion or rapid tranquillisation only, and then for those patients who 
experienced both. 
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PART 2: SECLUSION 
GENDER 
Between August 2010 and July 2011, there were a total of 794 episodes of 
seclusion. These were attributable to 136 patients; 105 of whom were male 
and 31 of whom were female. Male patients were involved in 440 of these 
incidents while female patients were involved in 354 of them. Overall, when 
taking into account the proportion of males and females within the hospital, a 
significantly greater proportion of the females were secluded in comparison 
with males ʖ ? (1, n = 794) = 10.657, p < .001. Of those secluded, females also 
experienced seclusion significantly more times (females, Md = 6.0, n = 31; 
males, Md = 2.0, n = 105), Mann Whitney U = 884.00, z = -3.946, p < .001, r = -
.338, although there were no significant differences in the lengths of time 
spent in seclusion. 
 
 
 
BAR CHART 11: PROPORTIONS OF PATIENTS EXPERIENCING SECLUSION BETWEEN AUGUST 
2010  W JULY 2011 
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BAR CHART 12: MEDIAN NUMBER OF TIMES MALES AND FEMALES EXPERIENCED SECLUSION 
 
AGE 
Patients who were secluded (20-61 years, Md = 36, n = 136) were significantly 
younger than those patients not secluded (21-73 years, Md = 40, n = 180), 
Mann Whitney U = 9290.00, z = - 3.67, p < .001, r = - .206. Younger patients 
were also secluded for longer periods, ^ƉĞĂƌŵĂŶ ?Ɛ ƌŚŽ = -.218, n = 794, p < 
.001. No significant associations however, were found between age and 
ŶƵŵďĞƌŽĨƚŝŵĞƐƉĂƚŝĞŶƚƐǁĞƌĞƐĞĐůƵĚĞĚĨŽƌ ?^ƉĞĂƌŵĂŶ ?Ɛ rho = -.158, n = 316, 
p > .05.  
 
LENGTH OF ADMISSION 
A negative correlation was foƵŶĚďĞƚǁĞĞŶĂƉĂƚŝĞŶƚ ?ƐůĞŶŐƚŚŽĨĂĚŵŝƐƐŝŽŶĂŶĚ
the number of times they were secluded (^ƉĞĂƌŵĂŶ ?ƐƌŚŽ= -.179, n = 136, p < 
.04), suggesting that patients are more likely to be secluded during the initial 
stages of their admission. A significant positive correlation was found 
ďĞƚǁĞĞŶ ƉĂƚŝĞŶƚƐ ? ůĞŶŐƚŚ ŽĨ ĂĚŵŝƐƐŝŽŶ ĂŶĚ ƚŚĞŝƌ ƚŝŵĞ ƐƉĞŶƚ ŝŶ ƐĞĐůƵƐŝŽŶ ?
where each episode of seclusion was considered individually (^ƉĞĂƌŵĂŶ ?ƐƌŚŽ
= .155, n = 794, p < .001), indicating that each successive episode of seclusion 
is likely to increase in duration. 
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DIRECTORATE 
Significant differences were found in the proportions of patients who 
experienced seclusion between each directorate, ʖ ?(5, n = 136) = 24.439, p < 
.001. dŚŝƐ ƉƌŽƉŽƌƚŝŽŶ ǁĂƐ ŚŝŐŚĞƐƚ ŝŶ ƚŚĞ tŽŵĞŶ ?Ɛ ^ĞƌǀŝĐĞ ŝƌĞĐƚŽƌĂƚĞ ĂŶĚ
lowest in the Mental Health Service Directorate, again perhaps reflecting 
gender differences amongst those experiencing seclusion.  
 
 
BAR CHART 13: PATIENTS EXPERIENCING SECLUSION WITHIN EACH DIRECTORATE 
 
 
BAR CHART 14: MEDIAN NUMBER OF TIMES PATIENTS WERE SECLUDED WITHIN EACH 
DIRECTORATE 
9 
(2.85%)* 
50 
(15.82%)* 45 
(14.24%)* 
113 
(35.76%)* 
57 
(18.04%)* 
42 
(13.29%)* 
1 
(11.11%)** 
28 
(56.00%)** 
27 
(60.00%)** 
35 
(11.08%)** 
15 
(26.32%)** 
31 
(73.81%)** 
0
20
40
60
80
100
120
Deaf Service DSPD Learning
Disabilities
Mental Health Personality
Disorder
Women's
Service
N
u
m
b
e
r 
o
f 
P
a
ti
e
n
ts
 
Directorate 
Total
number of
Patients
Number of
Patients
Secluded
*% of total 
hospital 
population 
 
** % of 
population 
subjected 
to 
seclusion 
 
0
1
2
3
4
5
6
7
Deaf Service DSPD Learning
Disabilities
Mental Health Personality
Disorder
Women's
Service
M
e
d
ia
n
 N
u
m
b
e
r 
o
f 
S
e
cl
u
si
o
n
s 
Directorate 
Median 
number 
of 
seclusions 
amongst 
those 
secluded 
 
 118 
 
There was a modest association between the number of times a patient was 
secluded and their mean duration of seclusion, ^ƉĞĂƌŵĂŶ ?Ɛ ƌŚŽ = 0.245, n = 
136, p < .005. Given that only one patient was secluded from the Deaf Service 
Directorate, and only once during the study period, this single case was 
excluded from the following analyses so as not to bias the results. The median 
duration of all seclusions between August 2010 and July 2011, was 48.00 
hours. Length of time patients spent in seclusion differed significantly 
between directorates, with longest durations of seclusion being within the 
Learning Disability Directorate and shortest durations within the Personality 
Disorder Directorate, Kruskal Wallis H (4, n = 793) = 13.688, p < .01.  
 
 
BAR CHART 15: MEDIAN DURATION OF SECLUSION WITHIN EACH DIRECTORATE 
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BAR CHART 16: PROPORTIONS OF PATIENTS EXPERIENCING SECLUSION BY WARD ACUITY 
 
 
BAR CHART 17: MEDIAN NUMBER OF TIMES SECLUDED ASSOCIATED WITH WARD ACUITY 
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BAR CHART 18: ASSOCIATIONS BETWEEN TIME IN SECLUSION AND WARD ACUITY 
 
ETHNICITY 
Amongst the 794 incidents of seclusion over the one year study period, data 
was missing on ethnicity for one patient who was involved in a single incident 
of seclusion. The findings reported with regards to ethnicity throughout this 
section, therefore represent the 793 incidents of seclusion, where data on 
ethnicity was available. A Chi squared analysis revealed no significant 
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experiencing seclusion, ʖ ?(1, n = 135) = .051, p > .05. WĂƚŝĞŶƚƐŽĨ ‘non-white ?
ethnic background however, were likely to experience seclusion more times 
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ethnic background (Md = 52.00 hours, n = 620) being secluded for significantly 
ůŽŶŐĞƌƉĞƌŝŽĚƐƚŚĂŶƉĂƚŝĞŶƚƐŽĨ  ‘non-white ?ĞƚŚŶŝĐďĂĐŬŐƌŽƵŶĚƐ  ?Md = 37.63 
hours, n = 173), Mann Whitney U = 41182.50, z = -4.672, p < .001, r = -.166.  
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BAR CHART 19: MEDIAN NUMBER OF TIMES SECLUDED WITHIN EACH ETHNIC GROUP 
 
 
BAR CHART 20: MEDIAN DURATION OF SECLUSION WITHIN EACH ETHNIC GROUP 
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REASON 
A Chi square analysis revealed significant differences in reasons for seclusion, 
ǁŝƚŚ ‘dŚƌĞĂƚĞŶŝŶŐĞŚĂǀŝŽƵƌ ?ďĞŝŶŐŵŽƐƚŽĨƚĞŶĂƐƐŽĐŝĂƚĞĚǁŝƚŚƉĂƚŝĞŶƚƐďĞŝŶŐ
secluded, ʖ ? (2, n = 794) = 792.275, p < .001. A Kruskal-Wallis H test revealed 
ƚŚĂƚ ƉĂƚŝĞŶƚƐ  ‘ƚƚĂĐŬŝŶŐ ^ƚĂĨĨ ? ĂĐĐŽƵŶƚĞĚ ĨŽƌ ƚŚĞ ůŽŶŐĞƐƚ ƚŝŵĞƐ ƐƉĞŶƚ ŝŶ
seclusion, ʖ ? (2, n = 794) = 17.266, p<= .001.  
 
 
BAR CHART 21: REASONS FOR SECLUSION 
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REASONS FOR SECLUSION BY GENDER 
A Chi square test for independence indicated significant differences in 
reasons for using seclusion between male and female patients, ʖ ? (2, n = 794) 
= 22.390, p < .001, phi = .168. Post hoc pair wise analyses revealed that 
female patients were significantly more likely to be secluded than males for 
 ‘sŝŽůĞŶĐĞ ƚŽ ^ƚĂĨĨ ? ?ʖ  (1, n = 108) = 206.079, p <  ? ? ? ? ? ĂŶĚ  ‘dŚƌĞĂƚĞŶŝŶŐ
ĞŚĂǀŝŽƵƌ ? ?ʖ ? (1, n = 637) = 514.445, p < .001, where proportions of the 
whole hospital population were controlled for. There were no significant 
ĚŝĨĨĞƌĞŶĐĞƐ ŚŽǁĞǀĞƌ ? ĂƐƐŽĐŝĂƚĞĚ ǁŝƚŚ  ‘sŝŽůĞŶĐĞ ƚŽ &ĞůůŽǁ WĂƚŝĞŶƚ ? ďĞƚǁĞĞŶ
males and females. 
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BAR CHART 24: REASON FOR SECLUSION ASSOCIATED WITH ETHNICITY 
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PART 3: RAPID TRANQUILLISATION 
During August 2010 and July 2011, there were a total of 117 incidents where 
rapid tranquillisation was used. These were attributable to 27 patients; 11 of 
whom were male and 16 of whom were female.   
 
GENDER 
A Chi squared test revealed that significantly greater proportions of females 
were rapid tranquillised than males, ʖ ? (1, n = 117) = 606.736, p < .001. 
Females (Md = 2.50, n = 16) were also rapid tranquillised significantly more 
times than males (Md = 1, n = 11), Mann Whitney U = 22.000, z = -3.591, p < 
.001, r = -.691. 
 
 
BAR CHART 25: PROPORTIONS OF PATIENTS EXPERIENCING RAPID TRANQUILLISATION 
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BAR CHART 26: MEDIAN NUMBER OF TIMES MALES AND FEMALES EXPERIENCED RAPID 
TRANQUILLISATION 
 
AGE 
Patients experiencing rapid tranquillisation were significantly younger (Md = 
31 years, n = 27) than those who did not (Md = 41 years, n = 289), Mann 
Whitney U = 2559.000, z = -2.959, p < .003, r = -.166. No significant 
associations were found however, between the age of patients and the 
number of times they were rapid tranquillised. 
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directorates, ʖ ? (4, n = 117) = 586.887, p < .001. A Kruskal-Wallis H test 
ƌĞǀĞĂůĞĚ ƚŚĂƚ ƉĂƚŝĞŶƚƐ ǁŝƚŚ ƚŚĞ tŽŵĞŶ ?Ɛ ^ĞƌǀŝĐĞ ŝƌĞĐƚŽƌĂƚĞ ǁĞƌĞ ĂůƐŽ
significantly more likely to experience rapid tranquillisation more times, ʖ ? (4, 
n = 27) = 12.894, p < .015. These findings support and reflect the overall 
hospital gender bias that females experience rapid tranquillisation more often 
and more times than males. 
 
 
BAR CHART 27: PATIENTS EXPERIENCING RAPID TRANQUILLISATION WITHIN EACH 
DIRECTORATE 
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WARD ACUITY 
Attempts were made to examine the rates and frequencies of patients 
experiencing rapid tranquillisation in relation to ward acuity, however, sample 
sizes were too small in each of these categories for any meaningful 
comparisons to be made. 
 
ETHNICITY 
tŚĞƌĞƉĂƚŝĞŶƚƐ ?ĞƚŚŶŝĐďĂĐŬŐƌŽƵŶĚƐǁĞƌĞĚŝǀŝĚĞĚŝŶƚŽ ‘white ?ĂŶĚ ‘non-white ?
categories, no significant differences were found in the proportions of 
patients of each group being rapid tranquillised. A Mann Whitney U test 
revealed no significant differences between the number of times patients of 
 ‘white ?ĂŶĚ ‘non-white ?ĞƚŚŶŝĐŐƌŽƵƉƐǁĞƌĞƌĂƉŝĚƚƌĂŶƋƵŝůůŝƐĞĚ ? 
 
REASON 
Reasons for rapid tranquillisation are largely comparable to those recorded 
for seclusion, with the addition of self harm.  Significant differences were 
ĨŽƵŶĚ ďĞƚǁĞĞŶ ƚŚĞƐĞ ĨŽƵƌ ĐĂƚĞŐŽƌŝĞƐ ? ǁŝƚŚ  ‘^ĞůĨ ,Ăƌŵ ? ďĞŝŶŐ ƚŚĞ ŵŽƐƚ
prevalent reason recorded for using rapid tranquillisation, ʖ ? (3, n = 117) = 
50.009, p < .001. 
 
 
BAR CHART 29: REASONS FOR RAPID TRANQUILLISATION 
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Numbers were too small and therefore violated assumptions of the Chi 
squared tests for independence for reasons of rapid tranquilisation associated 
with gender, directorate and ethnicity.  
 
  
 130 
 
PART 4: SECLUSION AND RAPID TRANQUILLISATION 
Of the 316 patients who were continuous residents for the whole duration of 
the study, 7.28% (n = 23) of these were secluded and rapid tranquillised on at 
least one occasion during the one year study period, although not necessarily 
experiencing these measures at the same time. Patients who experienced 
both seclusion and rapid tranquillisation (Md = 31 years, n = 23) were 
significantly younger than those who had not (Md = 40 years, n = 293), Mann 
Whitney U = 1949.500, z = -3.367, p < .001, r = -.189. 
 
Female patients were proportionately more likely to be both secluded and 
rapid tranquillised than males, ʖ ? (1, n = 23) = 53.812, p < .001. Female 
patients (Md = 26.00, n = 15) were also more likely to be secluded and rapid 
tranquillised significantly more times than males (Md = 6.5, n = 8), Mann 
Whitney U = 29.500, z = -1.974, p < .05, r = -412. 
 
 
BAR CHART 30: PROPORTIONS OF PATIENTS EXPERIENCING SECLUSION AND RAPID 
TRANQUILLISATION BETWEEN AUGUST 2010 - JULY 2011 
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BAR CHART 31: MEDIAN NUMBER OF TIMES MALES AND FEMALES EXPERIENCED SECLUSION 
AND RAPID TRANQUILLISATION 
 
The numbers of cases within each category were too small to make any 
meaningful comparisons between patients who were secluded and rapid 
tranquillised between different directorates, differing levels of ward acuity or 
patients of different ethnic groups. 
 
Overall, these findings suggest age, gender, directorate and ward acuity to be 
significant contributing factors towards the rates and frequencies of which 
coercive measures are used. Younger patients are significantly more likely to 
experience either or both seclusion and rapid tranquillisation; females are 
more likely to be secluded and/or rapid tranquillised than males; whilst male 
patients residing on intensive care wards are most likely to experience 
seclusion. Whilst age and gender are indicative of patient demographics and 
individual differences having some influences upon the use of coercive 
measures, directorate and ward acuity are suggestive of external factors; 
most notably ward environment and atmosphere.  
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diagnosis and clearly specified ward roles for comparability. The decision was 
therefore made to examine four wards within the Mental Health Directorate 
as case studies for further exploration. The Mental Health Directorate 
accommodates male patients only. Is less likely to have co-morbid diagnoses 
of personality disorder or dangerous and severe personality disorder 
combined with meŶƚĂů ŝůůŶĞƐƐĂƐǁŽƵůĚŚĂǀĞďĞĞŶƚŚĞĐĂƐĞĨŽƌƚŚĞtŽŵĞŶ ?Ɛ
Service, PD or DSPD Directorates, and overcomes any barriers in 
communication and subsequent scoring of questionnaires that may have 
been encountered in the Deaf Service Directorate. Furthermore, the Mental 
Health Directorate has clearly defined ward functions, approximating 
different stages of the treatment pathway and as such, may be conducive 
towards studying differences in roles and attitudes that contribute towards 
ward environment and atmosphere. The four wards chosen included an 
intensive care unit, admission ward, treatment ward and pre-discharge ward.  
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CHAPTER 9: QUESTIONNAIRE FINDINGS 
PART 1 : ATTITUDES TOWARD AGGRESSION SCALE (ATAS) 
The Attitudes Toward Aggression Scale (ATAS) is an 18-item questionnaire 
designed to compare staff attitudes towards different types of aggression.  
Five domains of aggression are depicted through a series of eighteen 
statements. These include aggression as i) offensive; ii) destructive; iii) 
intrusive; iv) communicative and v) protective. Staff are asked to rate their 
levels of agreement towards these eighteen statements along a five-point 
Likert scale; ranging from 1 = strongly disagree to 5 = strongly agree (see 
Appendix 1: Attitudes Toward Aggression Scale (ATAS)). In the context of this 
study, the ATAS was used to measure staff attitudes towards the five domains 
of aggression, to compare staff attitudes towards aggression relating to ward 
on which they work, gender, professional role, level of education and years of 
forensic experience. Findings from these statistical analyses are presented in 
the following. 
 
FIVE DOMAINS OF AGGRESSION 
A Friedman Test revealed significant differences in staff attitudes towards the 
five domains of aggression, ʖ ?(4, n = 54) = 26.35, p < .001. Aggression was 
most often perceived as being destructive. Post hoc Wilcoxon Rank Tests 
revealed that staff scores were significantly lower for the communicative 
domain of aggression in comparison with all other domains, indicating that 
staff perceive aggression as being significantly less likely to be communicative 
in comparison with other aggressive domains. 
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COMPARISONS OF FOUR WARDS 
OFFENSIVE 
A Kruskal-Wallis Test revealed significant differences in staff scores for the 
offensive domain of patient aggression between the four wards (ICU, n = 20; 
treatment, n = 10; admission, n = 15; pre-discharge, n = 10), ʖ ?(3, n = 55) = 
11.26, p < .01. Post hoc Mann-Whitney U Tests revealed staff scores as being 
significantly higher on the pre-discharge ward in comparison with the 
treatment (pre-discharge, Md = 3.71, n = 10; treatment, Md = 2.50, n = 10, U = 
10.50, z = -3.00, p < .003, r = -.67) and admission wards (pre-discharge, Md = 
3.71, n = 10; admission, Md = 3.14, n = 15, U = 28.50, z = -2.59, p < .01, r = -
.52), indicating that staff working on the pre-discharge ward perceived 
aggression as being significantly more offensive than staff working on each of 
the treatment and admission wards, according to the ATAS.  
 
 
 
BAR CHART 33: OFFENSIVE DOMAIN OF AGGRESSION BY WARD (ATAS) 
 
DESTRUCTIVE 
A Kruskal-Wallis Test revealed significant differences in staff scores for the 
destructive domain of patient aggression across the four wards (ICU, n = 21: 
treatment, n = 9: admission, n = 16: pre-discharge, n = 10), ʖ ?(3, n = 56) = 
10.52, p = .02. Post hoc Mann Whitney U tests revealed that staff working on 
3.42 
(n = 20) 
3.14 
(n = 10) 
2.50 
(n = 15) 
3.71 
(n = 10) 
0
0.5
1
1.5
2
2.5
3
3.5
4
ICU Admission Treatment Pre-Discharge
M
e
d
ia
n
 S
co
re
 
Ward 
 135 
 
the pre-discharge ward (Md = 4.00, n = 10) perceived aggression as being 
significantly more destructive than staff working on the ICU, (Md = 3.33, n = 
21), U = 53.50, z = -2.22, p < .026, r = -.399; treatment (Md = 3.00, n = 9), U = 
19.50, z = -2.10, p < .035, r = -.48; and admission wards respectively (Md = 
2.83, n = 16), U = 24.00, z = -2.97, p < .003, r = -.58. No significant differences 
were found in staff scores for the destructive domain of aggression between 
other wards. 
 
 
BAR CHART 34: DESTRUCTIVE DOMAIN OF AGGRESSION BY WARD (ATAS) 
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BAR CHART 35: INTRUSIVE DOMAIN OF AGGRESSION BY WARD (ATAS) 
 
COMMUNICATIVE AND PROTECTIVE DOMAINS 
No significant differences were found between the four wards when 
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YEARS OF FORENSIC EXPERIENCE 
Relationships were explored between staff years of experience working in 
forensic services and staff scores for each of the five domains of aggression as 
measured by the ATAS. No significant correlations were found.  Relationships 
were also explored between staff years of experience working on their 
current ward and staff scores for each of the five domains of aggression as 
measured by the ATAS. Again no significant differences were found.  
 
The statistical analyses of these findings would suggest differences in staff 
perceptions of aggression being related to the wards influences rather than 
individual staff variables. Such ward influences however, may be related to 
patients, ward function or staff perceptions of their role relating to each 
ward. Given that all of these factors are interrelated and conducive to 
creating ward environment, these factors will be explored through further 
analyses and comparisons of staff and patient attitudes towards containment 
measures as well as staff and patient experiences of ward atmosphere. 
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PART 2 : ATTITUDES TO CONTAINMENT QUESTIONNAIRE (ACMQ) 
The ACMQ is an 11-item questionnaire, with each item relating to a different 
type of containment measure. Each item includes a picture as well as a brief 
description of each type of containment measure. The types of containment 
measure depicted include; PRN medication, seclusion, physical restraint, time 
out, intermittent observation, compulsory intramuscular sedation, psychiatric 
intensive care, net bed, mechanical restraint, open area seclusion and 
constant observation. Not all of the containment measures depicted within 
the questionnaire are used within the UK, for example, the net bed. However, 
all of the containment measures are used in at least one European country 
(Bowers, 2004, 2010). Each of the 11-items are divided into two parts. The 
first part asks participants to score their rating of acceptability along a five-
point Likert scale, ranging from 1 = strongly disagree to 5 = strongly agree. 
The second part asks participants whether or not they have either used (if 
staff), or experienced (if patient), that type of containment measure (see 
Appendices). 
 
The ACMQ was designed to compare attitudes between different groups or 
attitudes of same groups over time. For the purposes of this study, the ACMQ 
was used to i) identify whether there are any significant differences in staff or 
patient attitudes towards the different types of containment measures 
depicted; ii) to compare staff and patients attitudes; iii) to compare staff and 
patient attitudes between the four wards; iv) to examine whether staff 
attitudes are influenced by gender, professional role and level of education; 
and v) to address the research hypothesis of whether exposure and 
experience of containment measures contribute towards perceptions of 
acceptability. The following sections will present findings from staff and 
patient respectively, followed by comparisons between the two. 
 
STAFF 
The results of a Friedman Test indicated that there were statistically 
significant differences in staff scores of acceptability between the eleven 
types of containment measures, ʖ ? (10, n = 49) = 242.57, p < .001. Time out, 
observations and PRN medication where found to be most acceptable types 
of containment measures whilst the net bed was found to be the least 
acceptable method of containment amongst staff.  
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BAR CHART 36: STAFF ATTITUDES TO CONTAINMENT MEASURES (ACMQ) 
 
COMPARISONS OF FOUR WARDS 
A Kruskall Wallis Test revealed a statistically significant difference in staff 
scores for physical restraint across the four different wards (ICU, n = 20: 
treatment, n = 9: admission, n = 16: pre-discharge, n = 11), ʖ ?  ? ? ? Ŷ= 56) = 
8.691, p < .035. Post hoc Mann Whitney U Tests revealed significant 
differences in staff scores for physical restraint between the ICU (Md = 5, n = 
20) and treatment ward, (Md = 4, n = 9) U =  45.50, z = -2.29, p < .025, r = -.19, 
and the admission (Md = 5, n = 16) and treatment ward respectively (Md = 4, 
n = 9), U =  29.00, z = -2.71, p < .01, r = -.54. Staff working on the ICU and 
admission wards scored physical restraint as being significantly more 
acceptable than staff working on the treatment ward. No significant 
differences were found between the four wards where examining other types 
of containment measures. Neither were any significant differences found 
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between the other types of containment measures where the four wards 
were collapsed into two groups denoting short stay and long stay wards. 
 
 
BAR CHART 37: STAFF ATTITUDES TOWARDS PHYSICAL RESTRAINT BETWEEN WARDS (ACMQ) 
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Mann Whitney U Tests were conducted to explore any significant differences 
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BAR CHART 38: STAFF ATTITUDES TOWARDS CONTAINMENT MEASURES BY GENDER (ACMQ) 
 
STAFF EXPERIENCE 
Mann Whitney U Tests were conducted to explore any significant differences 
in staff scores of acceptability for each containment measure, according to 
whether they had or had not experienced using them. Significant differences 
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150.00, z = -3.98, p < .001, r = - ? ? ? ?ĂŶĚŽƉĞŶĂƌĞĂƐĞĐůƵƐŝŽŶ  ? ‘ĞǆƉĞƌŝĞŶĐĞĚ ? ?
Md = 4.00, n A? ? ? ? ‘ŝŶĞǆƉĞƌŝĞŶĐĞĚ ? ?Md = 3.00, n = 37), U = 187.50, z = -2.73, p 
< .01, r = -.37; scored each of these containment measures as being 
significantly more acceptable than those staff who had not experienced using 
them. No significant differences were found for PRN medication, intermittent 
observations, time out, psychiatric intensive care, constant observations or 
net bed. 
 
 
BAR CHART 39: STAFF ATTITUDES TOWARDS CONTAINMENT MEASURES BY EXPERIENCE 
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PROFESSIONAL ROLE 
Attempts were made to address whether or not staff attitudes towards 
containment measures were associated with professional role. However, the 
number of respondents from each professional role were too small from 
which to draw any meaningful comparisons.   
 
LEVEL OF EDUCATION 
No significant differences were found between staff scores relating to levels 
of education. 
 
Staff findings from the ACMQ suggest that differences in attitudes towards 
different types of containment measure. These appear to be influenced by 
staff gender as well as familiarity and experience. Male members of staff 
tended to rate containment measures as being more acceptable than 
females. Staff who had experience of using the containment measure in 
question rated them as being more acceptable. Staff on the ICU and 
admission wards also rated physical restraint as being significantly more 
acceptable than staff on the treatment and admission wards.  
 
PATIENTS 
The results of a Friedman Test indicated that there were statistically 
significant differences in patient scores of acceptability between the eleven 
types of containment measures, ʖ ? (10, n = 29) = 73.96, p < .001. Patients 
scored PRN medication, time out and intermittent observations as being the 
most acceptable methods of containment, whilst uses of a net bed and 
mechanical restraints were perceived as least acceptable methods (see Bar 
Chart 40). 
 
COMPARISONS OF FOUR WARDS 
A Kruskall Wallis Test revealed no statistically significant differences in patient 
scores each of the eleven containment measures across the four wards. 
Where the four wards were collapsed into two groups, namely short stay and 
long stay wards, no significant differences remained. 
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BAR CHART 40: PATIENT ATTITUDES TOWARDS CONTAINMENT MEASURES (ACMQ) 
 
PATIENT EXPERIENCE 
Mann Whitney U Tests were conducted to explore any significant differences 
in patient scores of acceptability for each containment measure, according to 
whether or not patients had been subjected to each method. No significant 
differences were found. The hypothesis that patient exposure to containment 
measures would influence perceptions of acceptability is therefore 
unconfirmed. 
 
At first glance then, patient scores of acceptability appear comparable with 
those of staff in terms of the net bed being the least acceptable method of 
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influenced either by ward or exposure to containment measures. Staff and 
patient findings will therefore be more examined more closely. 
 
ACMQ: STAFF AND PATIENTS COMPARED 
Pairwise analyses were conducted comparing staff and patient scores of 
acceptability for each of the eleven containment measures. Significant 
differences were found between staff and patient scores for all types of 
containment measures with the exceptions of using a net bed or open area 
seclusion. For all other types of containment measures outlined within the 
ACMQ, staff rated these as being significantly more acceptable than patients 
 
STAFF AND PATIENT SCORES BY WARD 
A two-way between groups analysis of variance was conducted to explore the 
impact of ward on staff and patient perceptions for each of the eleven 
containment measures. No significant interactions were found where 
analysing the impact of ward on staff and patient perceptions of compulsory 
intramuscular medication and mechanical restraints. Where examining the 
impact of ward on staff and patient perceptions of the remaining nine types 
ŽĨĐŽŶƚĂŝŶŵĞŶƚŵĞĂƐƵƌĞƐƐĞƚŽƵƚ ŝŶƚŚĞDY ?ĂƐƐƵŵƉƚŝŽŶƐŽĨƚŚĞ>ĞǀĞŶĞ ?Ɛ
Test were violated and so any meaningful analyses could not be obtained. 
 
Overall findings from the ACMQ indicated that there were greater variances 
amongst staff attitudes towards containment measures than patients. Staff 
gender and experience of using containment measures appeared to influence 
staff scores of acceptability, with male staff generally scoring containment 
measures as being more acceptable than females and experienced staff 
scoring containment measures as being more acceptable than those who 
were inexperienced. Whilst patient respondents were all males, exposure to 
containment measures did not appear to influence their perceived levels of 
acceptability. It is perhaps unsurprising that staff generally scored 
containment measures as being more acceptable than patients subjected to 
such measures. However, types of ward on which staff work appear to 
influence both attitudes towards aggression as well as perceptions of 
acceptability towards the types of containment measures used. The wards on 
which patients reside however, do not appear to influence patient attitudes 
towards containment measures. Given these differences in attitudes and 
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perceptions between staff and patients, and indeed between the four wards 
where staff are concerned, it would be interesting to explore further how 
ward atmosphere is perceived between staff and patients and between the 
four wards. 
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PART 3: ESSENCES 
The EssenCES questionnaire is a 17-item questionnaire designed to measure 
ward atmosphere. Two of the items, the first and last question, are not 
scored, whilst the remaining fifteen questions fall into one of three categories 
pertaining to; patient cohesion, experienced safety and therapeutic hold 
(Schalast, 2010) (see Appendix 3: Essen Climate Evaluation Scale (EssenCES)). The 
questionnaire was designed to compare either experiences of different 
groups or same groups over time. For the purposes of this study, the 
EssenCES questionnaire was used to i) measure staff and patient perceptions 
of ward atmosphere; ii) to examine whether or not perceptions of ward 
atmosphere are influenced by staff and patient roles; and iii) to explore 
whether staff and patient perceptions are influenced by the ward on which 
they either work or reside. Findings from these analyses will be presented in 
the following.  
 
STAFF FINDINGS 
A Friedman Test revealed significant differences in staff scores for patient 
cohesion, experienced safety and therapeutic hold, ʖ ? (2, n = 55) = 73.560, p < 
.001. Post hoc Wilcoxon signed rank tests revealed that staff scores for 
therapeutic hold were significantly greater than for experienced safety, z = -
6.091, p < .001, r = .581, and that staff scores for experienced safety were 
significantly greater than those for patient cohesion, z = -2.194, p < .005, r = 
.209. These findings suggest that staff perceived ward atmosphere as being 
most therapeutic whilst least supportive between patients. 
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PATIENT COHESION 
A Kruskall-Wallis test was conducted to examine any significant differences in 
staff perceptions of patient cohesion across the four wards. Significant 
differences were found, ʖ ? (3, n = 55) = 18.12, p < .001. Post hoc Mann-
Whitney U tests revealed significant differences between staff scores for 
patient cohesion between the ICU and treatment ward (U = 26.00, z = -3.38, p 
< .001, r = -.61), ICU and pre-discharge ward (U = 22.00, z = -3.33, p < .001, r = 
-.61), and the treatment and admission wards (U = 24.50, z = -2.81, p < .02, r = 
-.56), indicating that staff on the treatment and pre-discharge wards 
perceived greater patient cohesion than staff working on the ICU and 
admission wards 
 
 
BAR CHART 42: STAFF SCORES FOR PATIENT COHESION (ESSENCES) 
 
EXPERIENCED SAFETY 
A Kruskall-Wallis test revealed significant differences between staff scores for 
experienced safety across the four wards, ʖ ? (3, n = 55) = 28.84, p < .001. Post 
hoc Mann-Whitney U tests revealed significant differences for staff scores of 
experienced safety between the treatment ward and ICU, (U = 3.00, z = -4.32, 
p < .001, r = -.78) and treatment ward and admission ward, (U = 10.5, z = -
3.61, p < .001, r = -.72). Significant differences were also found between the 
pre-discharge ward and ICU, (U = 14.00, z = -3.66, p < .001, r = -.67), and the 
pre-discharge ward and admission ward, (U = 16.50, z = -3.06, p < .001, r = -
.63). Staff scored significantly greater experienced safety amongst the 
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treatment and pre-discharge wards in comparison with the ICU and admission 
wards. 
 
BAR CHART 43: STAFF SCORES FOR EXPERIENCED SAFETY (ESSENCES) 
 
THERAPEUTIC HOLD 
A Kruskall Wallis test revealed no significant differences in staff scores 
between the four wards for therapeutic hold. Where wards were collapsed 
into short-stay (ICU and admission wards) and long-stay wards (treatment 
ward and pre-discharge) however, significant differences were found, with 
staff scoring significantly greater therapeutic hold amongst the long stay than 
short stay wards, U = 224.00, z = -2.35, p < .02, r = -.31; indicating that the 
long stay wards were perceived as having a more therapeutic atmosphere by 
staff. 
 
BAR CHART 44: STAFF SCORES FOR THERAPEUTIC HOLD (ESSENCES) 
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GENDER 
No significant differences were found in staff scores by gender between the 
three subsets.  
PROFESSIONAL ROLE 
No significant relationships were found between staff scores and years of 
experience working on their current ward between the three subsets.  
YEARS OF EXPERIENCE 
Staff perceptions of ward atmosphere according to professional role could 
not be statistically analysed due to the small number of respondents. 
PATIENT FINDINGS 
A Friedman Test revealed significant differences in patient scores for patient 
cohesion, experienced safety and therapeutic hold, ʖ ? (2, n = 34) = 10.126, p < 
.006. Post hoc Wilcoxon signed rank tests revealed that patient scores for 
patient cohesion were significantly less than those for therapeutic hold, z = -
2.388, p < .02, r = .290, and experienced safety, z = -2.246, p < .025, r = .272. 
These findings suggest that patients perceived ward atmosphere as being 
significantly safer and more therapeutic in comparison with patient cohesion. 
 
BAR CHART 45: ESSENCES PATIENT SCORES 
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PATIENT COHESION 
A Kruskall-Wallis test revealed no significant differences between patient 
scores for patient cohesion across the four wards. Where wards were 
combined into two groups, divided into short stay and long stay wards, no 
significant differences remained. 
 
EXPERIENCED SAFETY 
A Kruskall-Wallis test revealed significant differences between patient scores 
for experienced safety across the four wards, ʖ ? (3, n = 34) = 11.32, p < .01, 
with patients on the pre-discharge ward scoring greatest levels of 
experienced safety. Post hoc Mann-Whitney U tests revealed significant 
differences for patient scores of experienced safety between the ICU and pre-
discharge ward (U = 8.50, z = -2.02, p = .04, r = -.54) and admission ward and 
pre-discharge (U = 9.00, z = -2.90, p = .00, r = -.67). 
 
 
BAR CHART 46: PATIENT SCORES FOR EXPERIENCED SAFETY (ESSENCES) 
 
THERAPEUTIC HOLD 
A Kruskall-Wallis test revealed no significant differences between patient 
scores for therapeutic hold across the four wards. Where wards were 
collapsed into short stay and long stay wards, no significant differences 
remained. 
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ESSENCES: STAFF AND PATIENTS COMPARED 
PATIENT COHESION 
Staff and patient scores for each of three EssenCES subsets were compared 
using Mann-Whitney U tests. Significant differences were found between 
staff and patient scores for patient cohesion, (staff, Md = 7.00, n = 55; 
patients, Md = 9.50, n = 34) U = 639.50, z = -2.51, p < .01, r = -.27, with 
patients scores being significantly greater than staff. This finding indicates 
that patients overall perceive relationships between patients as being more 
supportive than staff. 
 
A two-way between-groups analysis of variance was conducted to explore 
staff and patients perceptions of experienced safety according to ward. The 
interaction effects for staff and patient scores of experienced safety by ward 
was statistically significant, F (3, 81) = 4.63, p < .01, with a large effect size, 
partial eta squared = .15. Statistically significant effects were found for 
whether respondents were staff or patient, F (1, 81) = 7.48, p < .01, partial eta 
squared = .09; and also the ward to which respondents were affiliated, F (3, 
81) = 12.56, p < .001, partial eta squared = .32. Post-hoc comparisons using 
ƚŚĞdƵŬĞǇ,^ƚĞƐƚƌĞǀĞĂůĞĚƚŚĂƚƌĞƐƉŽŶĚĞŶƚƐ ?ƐĐŽƌĞƐĨƌŽŵƚŚĞ/h ?M = 8.67, 
SD = 4.10) were significantly lower than those from the treatment (M = 14.26, 
SD = 3.66) and pre-discharge wards (M = 15.19, SD = 3.26) respectively. 
ZĞƐƉŽŶĚĞŶƚƐ ? ƐĐŽƌĞƐ ĨƌŽŵ ƚŚĞadmission ward (M = 14.26, SD = 4.12) were 
also significantly lower than those from the pre-discharge ward (M = 15.19, 
SD = 3.26), supporting the view that staff and patients belonging to the long 
stay wards perceive greater patient cohesion than those on the short stay 
wards.  
 
EXPERIENCED SAFETY 
A Mann Whitney U test revealed significant differences between staff and 
patient experienced safety, (staff, Md = 10.00, n = 55; patients, Md = 13.00, n 
= 34), U = 584.00, z = -2.97, p < .01, r = -.31. Patient scores for experienced 
safety were significantly greater than those of staff, indicating that patients 
felt safer than staff overall. 
 
A two-way between-groups analysis of variance test revealed statistically 
significant interactions between staff and patient perceptions of experienced 
safety between the four wards, F (3, 81) = 4.63, p < .01, with a large effect 
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size, partial eta squared = .15. Statistically significant main effects were found 
for whether respondents were staff or patient, F (1, 81) = 7.48, p < .01, partial 
eta squared = .09, as well as the ward to which they were affiliated, F (3, 81) = 
12.56, p < .001, partial eta squared = .32. These findings indicate that both 
ward and staff or patient roles have significant effects upon individual 
perceptions of experienced safety. Post-hoc comparisons using the Tukey HSD 
test indicated that respondent scores from the ICU (M = 8.67, SD = 4.10) were 
significantly lower than those from the treatment (M = 14.26, SD = 3.66) and 
pre-discharge wards (M = 15.19, SD = 3.26). Respondent scores from the 
admission ward (M = 14.26, SD = 4.12) were also significantly lower than 
those from the pre-discharge (M = 15.19, SD = 3.26), again indicating greater 
overall perceived experienced safety amongst the long stay wards in 
comparison with short stay wards. 
 
THERAPEUTIC HOLD 
A Mann-Whitney U test revealed significant differences between staff and 
patient scores for therapeutic hold, (staff, Md = 17.00, n = 56; patients, Md = 
13.00, n = 34), U = 513.50, z = -3.67, p < .001, r = -.39. Staff scores were 
significantly higher than those of patients, suggesting that staff perceive ward 
atmosphere as being more therapeutic than patients. A two-way between-
groups analysis of variance however, revealed no significant interactions 
between staff and patients scores for therapeutic hold according to ward. 
 
To summarise and conclude this chapter, findings from the ATAS revealed 
that aggression was most often perceived as being destructive by staff 
overall, and that significant differences were found in staff attitudes between 
the four wards. Of particular note is that staff working on the pre-discharge 
ward viewed aggression as being significantly more offensive and destructive 
than staff from other wards. These findings suggest that whilst there is a 
general attitude from staff working at Rampton Hospital that aggression is not 
acceptable, microcosms of institutional culture also exist within each of the 
ŝŶĚŝǀŝĚƵĂůǁĂƌĚƐ ?dŚĞƐĞŵŝŐŚƚďĞůŝŶŬĞĚƚŽ>ĞŵĞƌƚ ?Ɛ ? ?  ? ? ?ŶŽƚŝŽŶƐŽĨĚĞǀŝĂŶƚ
communities in deviant spaces, whereby subtle differences in rules, norms 
and values exist within and amongst marginalised groups, as they do within 
any community or society. Comparisons between each of the four wards 
therefore provide glimpses of these subtle differences in culture, attitudes 
and expectations. 
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Findings from the ACMQ revealed differences in staff and patient perceptions 
of the least acceptable methods of containment. This was particularly in 
relation to the use of constant observations and compulsory intramuscular 
sedation (rapid tranquillisation) where the greatest significant differences 
were found. These findings create interesting dilemmas for healthcare 
ƉƌŽĨĞƐƐŝŽŶĂůƐ ƌĞƋƵŝƌĞĚ ƚŽ ƵƐĞ ƚŚĞ  ‘ůĞĂƐƚ ƌĞƐƚƌŝĐƚŝǀĞ ŵĞƚŚŽĚƐ ? ? dŚĞ ŵĞƚŚŽĚƐ
perceived as being least restrictive by staff are not necessarily perceived as 
being the least restrictive method by patients. Similarly, the least restrictive 
method should not be assumed as being the most therapeutic (Olsen, 1998). 
Whilst it is unsurprising that staff rated each of the containment measures as 
being more acceptable than patients, these findings are of particular 
relevance and importance in relation to the findings from EssenCES. 
 
The EssenCES demonstrated that patients experience the environment as 
being more supportive and cohesive than staff. These findings suggest the 
high secure hospital environment as being one where patients feel more 
comfortable being contained than staff do containing them. Several 
paradoxes therefore become apparent. Firstly, that patients perceive coercive 
measures as being less acceptable than staff, yet patients experience the 
overall hospital environment more positively. Secondly, that staff perceive 
containment measures as being more acceptable than patients, yet their roles 
of conducting coercive measures result in staff experiencing the high secure 
environment more negatively. A contradiction is therefore apparent between 
staff perceptions of acceptability of containment, and their physical actions of 
containing. These each contribute towards the theories of institutional and 
emotional work; the influences and relationships between institutional 
expectations and individual actions; personal feelings and professional roles. 
These will be further explored in greater depth and detail through the 
examination of staff interviews. 
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CHAPTER 10: FINDINGS FROM STAFF INTERVIEWS 
Having examined and highlighted possible differences between staff and 
patient perspectives with regards to ward atmosphere and the use of coercive 
measures, this chapter will present findings from twenty eight interviews, 
specifically exploring staff experiences of using coercive measures and the 
processes by which such practices occur. The interviews were conducted with 
staff across the four high secure hospital wards with particular attention to 
the actions and emotions by which staff process and perform such practices. 
The staff included two ward managers, two team leaders, nine staff nurses, 
eleven healthcare assistants, two responsible clinicians, one social worker and 
one psychologist. The majority of staff who were interviewed were from the 
ICU (Total = 19; Team leader, n = 1; ward Manager, n = 1; Team Leader, n = 1; 
Staff Nurses, n = 6; Healthcare Assistants, n = 9), 4 from the pre-discharge 
ward (1 responsible clinician, 1 ward manager, 1 team leader, 1 staff nurse 
and 1 healthcare assistant), 3 were from the admission ward, (2 staff nurses 
and 1 healthcare assistant) and 2 from the treatment ward (1 responsible 
clinician and 1 team leader) (see Table 2: Interview Participants). The 
psychologist and social workers who were interviewed have roles working on 
both the ICU and admission ward. Such differences in numbers of staff 
interviewed between the four wards perhaps reflect some of the challenges 
that the researcher experienced in recruiting participants as well as the 
anxieties that staff voiced in being recorded for the purposes of research.  
 
Whilst at face value, it would appear that such a sample might be biased 
towards the views of those staff working on the ICU, it is important to 
consider that those staff working on the ICU are charged with the most 
challenging of patients and are therefore most proficient and experienced in 
using seclusion and restraint. Staff working on the ICU are certainly the most 
experienced in using segregation, since it is the only ward within the Mental 
Health Directorate to have two designated segregation suites. Where 
segregation is required on other wards, the patient is either transferred to the 
ICU or segregated in their bedrooms. The majority of staff have had previous 
experience working on other wards and all staff are required to respond to 
incidents on neighbouring wards. The non-ward based staff most often have 
duties and responsibilities on multiple wards. The numbers of staff from each 
professional group taking part in the interviews are representative of the 
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overall proportions of staff from these professional roles working on each of 
the four wards. 
 
TABLE 2: INTERVIEW PARTICIPANTS  W STAFF ROLE AND WARD AFFILIATIONS 
 ICU Admission Treatment 
Pre-
discharge 
Totals 
Ward Manager 1   1 2 
Team Leader 1  1  2 
Staff Nurse 6 2  1 9 
Healthcare Assistant 9 1  1 11 
Responsible 
Clinician 
  1 1 2 
Psychologist - 
female 
0.5 0.5   1 
Social Worker 0.5 0.5   1 
Totals 18 4 2 4 28 
 
The interviews were conducted using a narrative approach, enabling 
respondents to access and share their lived experiences of using coercive 
measures. Participants were invited and encouraged to reconstruct their 
experiences and to talk about their thoughts and feelings within the context 
of using rapid tranquillisation, restraint, seclusion and segregation.  Thus, 
ƉĂƌƚŝĐŝƉĂŶƚƐ ? ƚŚŽƵŐŚƚƐ ĂŶĚ ĨĞĞůŝŶŐƐ ǁĞƌĞ ŵĂĚĞ ĂĐĐĞƐƐŝďůĞ ĚƵƌŝŶŐ ƚŚĞ
reconstructions of coercive measures as a process, describing their 
experiences of individual isolated incidents that have stood out for them, as 
well as their personal experiences more broadly. The analysis of these 
interviews was conducted using a grounded theory approach while taking into 
account the concepts of institutional and emotional work as previously 
outlined. While it is recognised that micro-level analyses traditionally focus 
upon the individual before taking into account wider influences, given the 
centrality of context within the theoretical framework of this study, these 
analyses will instead firstly explore the wider institutional influences 
surrounding the individual prior to examining the individual within their 
organisational context. 
 
The combined theoretical framework of institutional and emotion work is 
particularly important in the study of coercive measures since it enables the 
study of interactions between emotions and actions, as well as interactions 
between the individual and their environment. In viewing the use of coercive 
measures as a process, this study aims to analyse the emotions and actions 
that precede the use of coercive measures, those that occur during the act of 
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using coercive measures as well as those that occur afterwards. As such, not 
only can emotions and actions be studied as processes rather than simple 
outcomes, but the interrelations between individuals, organisations and 
institutions also be explored in analysing how all of these factors work 
together in creating, maintaining and disrupting institutions (Lawrence & 
Suddaby, 2006). 
 
From listening to, transcribing, reading and re-reading the interviews and 
transcripts, it became apparent that staff experiences can be divided into four 
stages. These relate to; i) background influences, relating to working in a very 
public institution often with high media attention coupled with the realities of 
day to day working within a high secure environment; ii) factors immediately 
preceding the use of coercive measures, including the challenges of working 
in a dynamic, unpredictable and risky environment, alongside the judgment 
values of staff expected maintain a safe environment; iii) the act of and 
emotions associated with the actual practice and conduct of coercive 
measures and iv) the aftermath of managing, consolidating and coping with 
the institutional and emotional demands of the personal and professional 
self.  Not only do these influences and interactions occur as a sequence of 
processes but also at the levels of i) the institution; ii) the organisation; iii) the 
ward and iv) the individual. These subdivisions of time point towards the use 
of coercive measures as processes for analyses, encouraging closer 
examinations of the influences, effects and interrelations between the 
institution, organisation and the individual. Each of these influences appear to 
hold greater prominence at different stages of the process where coercive 
measures are used. This chapter will focus on the presentation of such 
interview findings, whilst later discussions will connect findings from these 
staff interviews to the wider literature and theories surrounding such 
emotions and actions of individuals working in institutions. Each of the four 
stages will be considered in turn, taking into account the different levels 
which influence collective and individual attitudes, actions and emotions. 
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PART 1: BACKGROUND 
During the interviews, staff described a series of societal, institutional and 
organisational influences that acted as wider background precursors to the 
use of coercive measures. These have been divided into two groups for ease 
of exploration and understanding. These relate to: 
i) Working in a Very Public Institution;  
x Media 
x Exposure Beyond the Fence 
x Commitment to Institutional Life 
 
ii) Everyday Realities of Working in a High Secure Hospital; 
x Priorities of Security 
x Hierarchies in relation to staff role, esteem and ward 
x Obligations to conform to Organisational Rules 
x Maintenance of Boundaries 
 
Each of these themes and subthemes will be presented in turn, however, a 
caveat must be made regarding the fluidity, interactions and interrelations 
between each of these themes, which have been somewhat superficially 
categorised in the interests of  exploration and understanding.  
 
WORKING IN A VERY PUBLIC INSTITUTION 
MEDIA 
ƵƌŝŶŐ ƚŚĞ ŝŶƚĞƌǀŝĞǁƐ ? ƐƚĂĨĨ ĨƌĞƋƵĞŶƚůǇ ĚŝƐƚŝŶŐƵŝƐŚĞĚ ďĞƚǁĞĞŶ ƚŚĞ  ‘ŽƵƚƐŝĚĞ ?
ŝŶƐƚŝƚƵƚŝŽŶ ĂŶĚ ƚŚĞ  ‘ŝŶƐŝĚĞ ? ŽƌŐĂŶŝƐĂƚŝŽŶ ŽĨ ƚŚĞ ŚŽƐƉŝƚĂů ? ƚ ĂŶ ŝŶƐƚŝƚƵƚŝŽŶĂů
level, staff referred to Rampton as being an enigmatic yet paradoxical place to 
 ‘ŽƵƚƐŝĚĞƌƐ ? ? KŶ ƚŚĞ ŽŶĞ ŚĂŶĚ ? ŝƚ ŝƐ a place that is very much shrouded in 
mystery to those on the outside, yet on the other, it is one that continues to 
be subject to much criticism, scrutiny and fascination by both the public and 
ŵĞĚŝĂ ? dŚĞ ŵǇƐƚĞƌŝŽƵƐ ĂŶĚ ĞŶŝŐŵĂƚŝĐ ŶĂƚƵƌĞ ŽĨ ZĂŵƉƚŽŶ ƚŽ  ‘ŽƵƚƐŝĚĞƌƐ ? ŚĂƐ
been described by staff through the following extracts: 
 
 ‘EŽŽŶĞ ?ƐŐŽƚĂĐůƵĞŽĨǁŚĂƚŚĂƉƉĞŶƐŝŶƐŝĚĞƐŽ/ƚŚŝŶŬĞǀĞƌǇďŽĚǇŽŶ
the outside just think we all wear white coats, all the walls are 
ƉĂŝŶƚĞĚǁŚŝƚĞ ?ĂŶĚƉĞŽƉůĞĂƌĞǁĂůŬŝŶŐĂƌŽƵŶĚ ůŝŬĞǌŽŵďŝĞƐ ?  ?NA - 
male) 
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 ‘tĞ ?ƌĞƐƚŝůůƋƵŝƚĞĂďŝƚŽĨĂŶĞŶƚŝƚǇĂƌĞŶ ?ƚǁĞ ?ZĂŵƉƚŽŶ ?ƌŽĂĚŵŽŽƌ
and Ashworth... people have assumptions of what we do here and 
assumptions of what the patients are like, and you know, the 
ŵĞĚŝĂĚŽĞƐŶ ?ƚƉĂƌƚŝĐƵůĂƌůǇƉŽƌƚƌĂǇƵƐŝŶĂǀĞƌǇŐŽŽĚůŝŐŚƚ ?ƐŽ/ƚŚŝŶŬ
ŽŶƚŚĞǁŚŽůĞƉƌŽďĂďůǇŐŽƚĂŶĞŐĂƚŝǀĞǀŝĞǁ ? ?NA - male) 
 
 ‘/ƚŚŝŶŬƚŚĞƌĞ ?ƐĂĚŝĨĨĞƌĞŶĐĞďĞƚǁĞĞŶŚŽǁƉĂƚŝĞŶƚƐĂƌĞƉĞƌĐĞŝǀĞĚďǇ
people already working here versus patients being perceived by the 
ŵĞĚŝĂĂŶĚůĂǇƉĞŽƉůĞďĞĐĂƵƐĞ/ƚŚŝŶŬƚŚĞƌĞ ?ƐƐŽŵĞƚŚŝŶŐĂďŽƵƚŚŝŐŚ
ƐĞĐƵƌĞ ƐĞƌǀŝĐĞƐ ĂŶĚ ƚŚĞ ŝĚĞĂ ƚŚĂƚ ƚŚĂƚ ?Ɛ ǁŚĞƌĞ ƚŚĞďĂĚ ĂŶĚ
ĚĂŶŐĞƌŽƵƐƉĞŽƉůĞŐŽ ? ?Psychologist - female) 
 
 ‘/ƚ ?Ɛ ƚŚĞ ƉĞŽƉůĞ ǁŚŽ ĚŽŶ ?ƚ ǁŽƌŬ ŚĞƌĞ ĂŶĚ ĚŽŶ ?ƚ ƵŶĚĞƌƐƚĂŶĚ ƚŚĞ
ƉůĂĐĞĂŶĚŬŶŽǁƚŚĞƉůĂĐĞ ? ŝƚ ?ƐĂĐŽŵƉůĞƚĞŵǇƐƚĞƌǇ ? ŝƚ ?Ɛ ĂŶĞŶŝŐŵĂ
ǇŽƵŬŶŽǁ ?ŝƚ ?ƐĂƐƚƌĂŶŐĞƉůĂĐĞĂŶĚƚŚĞŽŶůǇǁĂǇǇŽƵĐĂŶůĞĂƌŶƚŚĞ
ƉůĂĐĞŝƐďǇƐƉĞŶĚŝŶŐƚŝŵĞŚĞƌĞŝƐŶ ?ƚŝƚ ? ?NA - male) 
 
Such limited knowledge of outsiders was contrasted with the negativity and 
apparent conflations of dangerousness by the media and public, often by the 
same interviewees:  
 
 ‘tŚĞŶĞǀĞƌƚŚĞƌĞ ?ƐĂŶǇŶĞǁƐŝŶƚŚĞŶĞǁƐƉĂƉĞƌŝƚ ?ƐĂůǁ ǇƐŶĞŐĂƚŝǀĞ
ŝƐŶ ?ƚŝƚĂďŽƵƚƚŚĞŚŽƐƉŝƚĂů ? ?NA - male) 
 
 ‘/ƚ ?Ɛ ĂůǁĂǇƐ ďĂĚƉƵďůŝĐŝƚǇ ŝƐŶ ?ƚ ŝƚ ? ŝƚ ?Ɛ ĂůǁĂǇƐ ? ŽŚ ƚŚĂƚŵŽŶƐƚĞƌ ?Ɛ ŝŶ
ƚŚĞƌĞŽƌƚŚĂƚŵŽŶƐƚĞƌ ?ƐĞƐĐĂƉĞĚ ?ƉƌĞƚƚǇŵƵĐŚ ?ŝƚ ?ƐŶŽƚ ? ŚƚŚĞƐƚĂĨĨ
ĂƌĞĚŽŝŶŐĂƌĞĂůůǇŐŽŽĚũŽď ?ŽŚůŽŽŬĂƚŚŝŵ ?ŚĞ ?ƐƉƌŽŐ ĞƐƐĞĚƌĞĂůůǇ
ǁĞůů ?/ƚ ?ƐŶŽƚůŝŬĞƚŚĂƚǁŝƚŚǇŽƵƌZĂŵƉƚŽŶƐ ?ƌŽĂĚŵoors, Ashworths 
ĂŶĚĂƌƐƚĂŝƌƐ ?ďĞĐĂƵƐĞƚŚĞǇ ?ƌĞŽĨĨĞŶĚĞƌƐďĂƐŝĐĂůůǇ ?ƚŚĞǇ ?ƌĞŶŽƚ ũƵƐƚ
ŵĞŶƚĂůůǇŝůů ? ?NA - male) 
 
 ‘dŚĞŵĞĚŝĂŚĂƐŐŽƚƚŚŝƐƚŚŝŶŐĂďŽƵƚŚŝŐŚƐĞĐƵƌĞŚŽƐƉŝƚĂůƐĂŶĚƚŚĞǇ
ĂůǁĂǇƐƉĂŝŶƚĂďůĞĂŬƉŝĐƚƵƌĞ ?ŶĞǀĞƌĞǀĞƌůŽŽŬĂƚƚŚĞƉŽƐŝƚŝǀĞƐ ? ?NA - 
male) 
 
  ‘zŽƵƐĞĞƐŽŵĞĐƌĂǌǇƚŚŝŶŐƐŝŶƚŚĞŵĞĚŝĂ ?ďƵƚĐŚĞƌƚŽǁĞĚĂŶŐĞůŽĨ
death... it always does it, some kind of catchy title but it always 
blows it up into an extreme and what is surprising here is that the 
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patients are not as dangerous as the media would have ǇŽƵƚŚŝŶŬ ?
(RC - female) 
  ‘zŽƵŬŶŽǁǁŚĂƚƚŚĞƉƵďůŝĐ ?ƐůŝŬĞ ?ƚŚĞǇ ?ƌĞƉƌŽďĂďůǇĞǆƉĞĐƚŝŶŐƚŽƐĞĞ
ƉĞŽƉůĞ ǁŝƚŚ ƚŚƌĞĞ ŚĞĂĚƐ ĂŶĚ ǇŽƵ ŬŶŽǁ ? ŝƚ ?Ɛ ƌŝĚŝĐƵůŽƵƐ ?  ?NA - 
female) 
 
EXPOSURE BEYOND THE FENCE 
The very public nature of working in a high secure hospital, met with much 
media attention and public scrutiny, resulted in staff feelings of heightened 
vulnerability,  ‘nakedness ? and exposure where working outside the confines of 
the fenced organisation. The ways in which insiders located themselves and 
their roles on the outside are examined here through the explorations of 
escorting patients outside of the hospital. 
PATIENT ESCORTS 
Staff often refer to the vulnerable nature of escorting patients outside of the 
hospital, particularly with regards to being outside the safety zone of the 
fenced organisation, the use of handcuffs and being physically tied to a 
patient: 
 
 ‘/ƚ ?ƐƐƚƌĂŶŐĞ ?ŝƚŝƐƐƚƌĂŶŐĞ ? ? ?ǇŽu can feel quite vulnerable, because 
/ ?ŵƐƚƵĐŬƚŽĂƉŽƚĞŶƚŝĂůůǇǀĞƌǇǀĞƌǇǀŝŽůĞŶƚƉĂƚŝĞŶƚǁŚŽŵŝŐŚƚŶŽƚ
ůŝŬĞ ŵĞ ? ĐĞƌƚĂŝŶůǇ ĚŽĞƐŶ ?ƚ ǁĂŶƚ ƚŽ ďĞ Ăƚ ZĂŵƉƚŽŶ ? ƐŽ ƚŚĞƌĞ ?Ɛ Ăůů
ƚŚŽƐĞ ƐŽƌƚƐ ŽĨ ƚŚŝŶŐƐ ƚŽ ůŽŽŬ Ăƚ ? zŽƵ ?ƌĞ ůĞĂǀŝŶŐ ƚŚĞ ƐĂĨĞƚǇ ĂŶĚ
security of the hospital, for however many hours, so yeah, you 
ĐĂŶĨĞĞůĂůŝƚƚůĞďŝƚǀƵůŶĞƌĂďůĞ ? ?NA - male) 
 
 ‘/ƚ ?ƐŶŽƚĂŶĞĂƐǇƚŝŵĞ/ĨĞĞů ? ?NA - female) 
 
 ‘WŽƚĞŶƚŝĂůůǇ ? ŝĨ Ă ƉĂƚŝĞŶƚ ďĞŐŝŶƐ ƚŽ ĨŝŐŚƚ ǁŚĞŶ ǇŽƵ ?ǀĞ ŐŽƚ ƚŚĞ
handcuffs on, that could cause a lot of injury to the staff and to 
ƚŚĞƉĂƚŝĞŶƚ ?ďƵƚůŝŬĞ/ƐĂǇ ?ƵŶĨŽƌƚƵŶĂƚĞůǇǇŽƵŚĂǀĞƚŽǁĞĂƌƚŚĞŵ ?
(SN - male) 
 
 ‘zŽƵ ĂƌĞ ǀĞƌǇ ǀƵůŶĞƌĂďůĞ ? ďĞĐĂƵƐĞ ƉŽƚĞŶƚŝĂůůǇ ƚŚĞǇ ?ƚŚĞ ƉĂƚŝĞŶƚ ?
ĐĂŶŐƌĂďǇŽƵ ?ǇŽƵ ?ƌĞ ŝŶ Ă ĐůŽƐĞƉƌŽǆŝŵŝƚǇ ƚŽ ƚŚĂƚƉĂƚŝĞŶƚ ƐŽǇŽƵ
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are in a very vulnerable position of beiŶŐ ƚĂŬĞŶ ŚŽƐƚĂŐĞ ?  ?SN - 
male) 
 
 ‘tŚĞŶ ǇŽƵ ?ƌĞ ŽƵƚƐŝĚĞ ǇŽƵ ŚĂǀĞŶ ?ƚ ŐŽƚ ƚŚĞ ĨĞŶĐĞ ƚŽ ƐƉ ƉĞŽƉůĞ
ĞƐĐĂƉŝŶŐ ?ǇŽƵŬŶŽǁ ?ƐŽŵĞŽŶĞ ?ƐŝŶĂƐĞĐƵƌĞĂƌĞĂĂŶĚƚŚĞǇƌƵŶŽĨĨ ?
ŽŬĂǇ ?ŝƚ ?ƐŶŽƚŐƌĞĂƚďƵƚƚŚĞƌĞ ?ƐĂŵĂƐƐŝǀĞďŝŐŚŝŐŚĨĞŶĐĞĂŶĚƚŚĞŶ
a gap and then another big high ĨĞŶĐĞ ?ƚŚĞǇ ?ƌĞŶŽƚŐŽŝŶŐƚŽŐĞƚ
ŽƵƚ ?ŶŽƚŐŽŝŶŐƚŽŚĂƉƉĞŶ ? ? ?ǁŚĞƌĞĂƐǇŽƵƐŝŵƉůǇŚĂǀĞŶ ?ƚŐŽƚƚŚĂƚ
ƉŚǇƐŝĐĂů ƐĞĐƵƌŝƚǇ /Ĩ ǇŽƵ ?ƌĞ ƚĂŬŝŶŐ ƐŽŵĞŽŶĞ ƚŽ  ?ĂŶŽƚŚĞƌ ? ŚŽƐƉŝƚĂů ?
ǇŽƵĂƌĞǁĂůŬŝŶŐŝŶƚŚĞŽƉĞŶ ? ?RC - male) 
 
 ‘tŚĞŶ ǇŽƵ ?ƌĞ ŐŽŝŶŐ ŽƵƚƐŝĚĞ ƚŚĞ ŚŽƐƉŝƚĂů ? ƚŚŝŶŐƐ ĂƌĞ a lot more 
ĚĂŶŐĞƌŽƵƐƚŚĞƌĞ ? ?SN - male) 
 
 ‘ ?/ŶƐŝĚĞ ? ƚŚĞƌĞ ?ƐŵŽƌĞ ƐƚĂĨĨ ? ƚŚĞƌĞ ?ƐŵŽƌĞďƵŝůĚŝŶŐƐ ? ƚŚĞƌĞ ƐŵŽƌĞ
ƐƚƵĨĨ ? ƚŚĞƌĞ ?Ɛ ĞǀĞƌǇƚŚŝŶŐ ǁŚŝĐŚ ŝƐ ŝŶƐŝĚĞ ? ŝƚ ?Ɛ ĐŽŶƚĂŝŶĞĚ ? ŝƚ ?Ɛ ƐŽ
ƐƚƌƵĐƚƵƌĞĚ ƚŚĂƚƐŽŵĞƌŝƐŬƐĂƌĞĞůŝŵŝŶĂƚĞĚďĞĨŽƌĞǇŽƵĞǀĞŶƐƚĂƌƚ ?
(SN - female) 
PUBLIC SAFETY 
While working on the outside, staff appear to place greater responsibility on 
themselves and greater ownership of their role in maintaining public safety: 
 
 ‘dŚĞƐĞ ƉĞŽƉůĞ ĂƌĞ ŝŶĂŚŝŐŚ ? ƚŚĞǇ ?ƌĞ ŝŶĂŚŝŐŚ ƐĞĐƵƌĞŚŽƐƉŝƚĂů ƐŽ
there is a risk, you know, we might be willing to accept that risk, 
ďƵƚƐŚŽƵůĚƚŚĞŐĞŶĞƌĂůƉƵďůŝĐďĞĞǆƉĞĐƚĞĚƚŽĂĐĐĞƉƚƚŚĂƚƌŝƐŬ ? ?SN 
- male) 
 
 ‘zŽƵŚĂǀĞƚŽďĞĂƌŝŶŵŝŶĚƚŚĂƚǁĞĂƌĞƉƌŽǀŝĚŝŶŐĂƐĞƌǀŝĐĞƚŽƚŚĞ
ƉƵďůŝĐĂŶĚŬĞĞƉŝŶŐ ƚŚĞŵƐĂĨĞĂƐǁĞůů ? ? ?ƐŽǇŽƵ ?ǀĞŐŽƚƚŽďĞǀĞƌǇ
minĚĨƵůŽĨ ƚŚĂƚ ?ǀĞƌǇĐĂƌĞĨƵů ? ŝƚ ?Ɛ ƚŚĞ ƌĞĂƐŽŶ ŝƚ ?ƐŚŝŐŚƐĞĐƵƌĞ ? ƚŚĞ
big fences around it is because these people may pose a risk, so 
while trying to maintain a therapeutic environment for the 
ƉĂƚŝĞŶƚƐ ?ŝƚ ?ƐŵĂŬŝŶŐƐƵƌĞĞǀĞƌǇďŽĚǇ ?ƐƐĂĨĞĂƐǁĞůů ?tŚŝĐŚĐĂŶďĞ
ƚƌŝĐŬǇ ? ?NA - male) 
 
 ‘zŽƵŚĂǀĞƚŽƉƌŽƚĞĐƚƚŚĞƉƵďůŝĐ ? ?SN - male) 
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OUTSIDE SECURITY 
Staff describe this emphasis on safety as stemming not only from their 
professional duties and responsibilities but also as arising from their personal 
sense of accountability. A real sense of failure is described by staff in terms of 
letting down both the public and the organisation in which they work, amidst 
already negative public and media perceptions of secure hospitals and the 
 “deviants ? they contain. This level of responsibility in itself appears to be a 
motivating factor with regards to maintaining safety, security and upholding 
organisational rules and values: 
 
 ‘/ƚ ?Ɛ Ă ůŽƚĞĂƐŝĞƌ ƚŽŚĂǀĞ ƐŽŵĞďŽĚǇ ůŝŬĞ ƚŚĂƚ  ?ŝŶrestraints], than 
ŚĂǀĞ ?ĂƐǇŽƵŬŶŽǁ ?ǁŚĞŶĞǀĞƌƚŚĞƌĞ ?ƐĂŶǇŶĞǁƐŝŶƚŚĞŶĞǁƐƉĂƉĞƌ
ŝƚ ?ƐĂůǁĂǇƐŶĞŐĂƚŝǀĞŝƐŶ ?ƚŝƚĂďŽƵƚƚŚĞŚŽƐƉŝƚĂů ?ƐŽŝĨǁĞ ?ǀĞŐŽƚŽŶĞ
ŽĨŽƵƌƉĂƚŝĞŶƚƐĂƚƚĂĐŬŝŶŐŽŶĞŽĨƚŚĞŵĞŵďĞƌƐŽĨƉƵďůŝĐ ?ŝƚ ?ƐŐŽŝŶŐ
ƚŽŵĂŬĞƌĞĂůůǇďĂĚŚĞĂĚůŝŶĞƐŝƐŶ ?ƚŝƚ ?(NA - male) 
 
 ‘/ĨĂƉĂƚŝĞŶƚŚĞƌĞƌƵŶƐĂǁĂǇ ?/ ?ŵŐŽŝŶŐƚŽŐĞƚŝŶƚŽĂůŽƚŽĨƚƌŽƵďůĞ ?
ƐŽ ǇŽƵ ŬŶŽǁ ? ǇŽƵ ?ƌĞ ŶŽƚ ŐŽŝŶŐ ƚŽ ƚĂŬĞ ŵĂŶǇ ƌŝƐŬƐ ŝŶƚŚŝƐ ƉůĂĐĞ ?
ǇŽƵ ?ƌĞ ũƵƐƚŶŽƚ ? /ŵĞĂŶ ?ǇŽƵĐĂŶ ?ƚ ?ƚŚĞƉƵďůŝĐǁŽƵůĚďĞ ĨƵƌŝŽƵƐ ŝĨ
you were taking risks with patients who were multiple murderers 
ŝŶ ƚŚĞŝƌĞǇĞƐ ?ǇŽƵ ũƵƐƚĐĂŶ ?ƚĚŽ ŝƚ ?ŚŽǁĞǀĞƌǁĞůůǇŽƵŬŶŽǁƚŚĞŵ ?
ŚŽǁĞǀĞƌĐĂůŵƚŚĞǇĂƌĞ ? ?RC - male) 
 
 ‘WĞŽƉůĞĂƌĞƌĞĂůůǇĨƌŝŐŚƚĞŶĞĚŽĨŵĞŶƚĂůůǇŝůůƉĂƚŝĞŶƚƐǁŚŽĂďƐĐŽŶĚ ?
ŵĞŶƚĂůůǇ ŝůů ďƌŽĂĚůǇ ? ƐŽ ŝƚ ?Ɛ Ă ďŝƚ ŽĨ ďŽƚŚ ? ƉƌŽƚĞĐƚŝŶŐ ƚŚĞ ƉĂƚŝĞnt 
ĨƌŽŵ ĚŽŝŶŐ ƐŽŵĞƚŚŝŶŐ ƐƚƵƉŝĚ ĂŶĚ ƉƌŽƚĞĐƚŝŶŐ ƚŚĞ ƉƵďůŝĐ ĂƐ ǁĞůů ?
(RC - female) 
COMMITMENT TO THE INSTITUTION 
:ƵǆƚĂƉŽƐĞĚ ƚŽ ƚŚĞ ŝĚĞĂƐ ŽĨ ƚŚŽƐĞ ŽŶ ƚŚĞ  ‘ŽƵƚƐŝĚĞ ? ǁĞƌ  ƚŚĞ ĐŽŶƚƌĂƐƚŝŶŐ
experiences of those working on the inside. Ironically, for staff working within 
the organisation, individuals described feeling somewhat as much of an 
 ‘ŽƵƚƐŝĚĞƌ ? ŽŶ ƚŚĞ ŽƵƚƐŝĚĞ ĂƐ ƚŚŽƐĞŽŶ ƚŚĞ  ‘ŽƵƚƐŝĚĞ ? ǁŽƵůĚ ĨĞĞů ŽŶ ƚŚĞ ŝŶƐŝĚĞ ?
revealing the levels of commitment required to working within such a 
seemingly detached organisation: 
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  ‘tĞĂƌĞĚĞƚĂĐŚĞĚĨƌŽŵƚŚĞ ƌĞƐƚŽĨ ƚŚĞǁŽƌůĚ ?tĞ ?ƌĞ ŝŶŽƵƌŽǁŶ
ůŝƚƚůĞ ďƵďďůĞ ? ƐŽ / ?ŵ ĂŶ ĞǆƉĞƌƚ Ăƚ ZĂŵƉƚŽŶ ďƵƚ ŽƵƚ ƚŚĞƌĞ / ?ŵ Ă
ŶŽǀŝĐĞ ?/ǁŽƵůĚŶ ?ƚŬŶŽǁ ?/ǁŽƵůĚŶ ?ƚĐŽƉĞŽƵƚƚŚĞƌĞ ?ďƵƚŝŶŚĞƌĞ/ ?ŵ
ĂŶĞǆƉĞƌƚ ?ďƵƚŽƵƚƚŚĞƌĞ ?ďůŽǁƐƌĂƐƉďĞƌƌǇ ? ?ŶŽ ? ?SN - male) 
 
 ‘tĞ ĚŽŶ ?ƚ ƐĞĞ ǁŚĂƚ ŚĂƉƉĞŶƐ ŽƵƚƐŝĚĞ ? ƚŚĂƚ ǁŝƚŚŝŶ ŽƚŚĞƌ ƐĞƌǀŝĐĞƐ
ǁĞũƵƐƚĚŽŶ ?ƚƐĞĞ ?ǁĞĚŽŶ ?ƚĚĞĂůǁŝƚŚ ? ?SN - male) 
 
This compartmentalisation and detachment of professionals was not only 
apparent between the outside and inside worlds of the organisation, but also 
described by staff as occurring within the organisation itself: 
 
 ‘tĞ ŚĂǀĞ ĨŽƌ ŝŶƐƚĂŶĐĞ Ă ŵĞŶƚĂů ŚĞĂůƚŚ ĚĞƉĂƌƚŵĞŶƚ ƚŚĂƚĚĞĂůƐ
ǁŝƚŚůŽƚƐŽĨƚŚŝŶŐƐůŝŬĞƌĞĨĞƌƌĂůƐĞƚĐĞƚĞƌĂĞƚĐĞƚĞƌĂ ?ƐŽǁĞĚŽŶ ?ƚƐĞĞ
ƚŚĞ ǁŚŽůĞ ƉŝĐƚƵƌĞ ? ǁŚĞƌĞĂƐ ŽƵƚƐŝĚĞ ŶŽǁ ƚŚĂƚ ?Ɛ ƚŚĞ ŶƵƌse that 
accepts that referral, that does the leg work, that does all the 
planning, discharges, patients discharged from here, the majority 
of the paperwork for that discharge will be done for us. Outside, 
ǁĞ ?Ě ŚĂǀĞ ƚŽ ĨŽƌŵƵůĂƚĞ Ăůů ƚŚĂƚ ƉĂƉĞƌǁŽƌŬ ? ǁĞ ?Ě ĐŚĂse up this, 
ƚŚĂƚ ĂŶĚ ƚŚĞ ŽƚŚĞƌ ? ƐŽ ǇŽƵ ŬŶŽǁ ? / ƚŚŝŶŬ ǁĞ ?ƌĞ ƋƵŝƚĞ ƉƌŽƚĞĐƚĞĚ
ĂŶĚǁĞĚŽŶ ?ƚƐĞĞĂŚƵŐĞƉŝĐƚƵƌĞǁŚŝĐŚƚŚĞƌĞŝƐ ?ǁĞƐĞĞŽƵƌŽǁŶ
ƉŝĐƚƵƌĞ ? ?SN - male) 
 
While staff are very much aware of the mystery and negativity surrounding 
their work, they themselves appear to struggle to talk to their friends and 
family about what it is they actually do, again highlighting the degrees of 
physical and emotional detachment that staff experience within their roles as 
specialised professionals: 
 
 ‘/ ŵĞĂŶ ŵĂǇďĞ ǇŽƵmight go home and talk to your family and 
ĨƌŝĞŶĚƐ ĂďŽƵƚ ŝƚ ? ? ? / ŵĞĂŶ ? / ĚŽŶ ?ƚ ƉĞƌƐŽŶĂůůǇ ? ? ? /ĚŽŶ ?ƚ ? / ůŝŬĞ
ƐƉĞĂŬŝŶŐ ƚŽ ǁŽƌŬ ? / ƚŚŝŶŬ ŝƚ ?Ɛ ƐŽŵĞƚŚŝŶŐ ƚŚĂƚ ŽŶůǇƉĞŽƉůĞ ƚŚĂƚ
ǁŽƌŬ ŚĞƌĞ ĐĂŶ ƵŶĚĞƌƐƚĂŶĚ ŝĨ ǇŽƵ ŬŶŽǁ ǁŚĂƚ / ŵĞĂŶ ? /ǁŽƵůĚŶ ?ƚ
really try and discuss iƚǁŝƚŚĨĂŵŝůǇŽƌĨƌŝĞŶĚƐ ? ?NA - male) 
 
 ‘zŽƵ ĐĂŶ ?ƚ ƌĞĂůůǇ ƚĞůů ƉĞŽƉůĞ ƚŚĂƚ ĚŽŶ ?ƚ ƵŶĚĞƌƐƚĂŶĚ ? ƐŽ ǇŽƵ ĐĂŶ ?ƚ
ƚĂŬĞ ŝƚ ŚŽŵĞ ǁŝƚŚ ǇŽƵ ? ďĞĐĂƵƐĞ ƚŚĞǇ ĚŽŶ ?ƚ ƵŶĚĞƌƐƚĂŶĚ ƚŚĞ
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ƉƌŽĐĞƐƐ ? ƚŚĞǇ ĚŽŶ ?ƚ ƵŶĚĞƌƐƚĂŶĚ ƚŚĞ ƚŚŝŶŐƐ ƚŚĂƚ ǇŽƵ ?ƌĞ ŐŽŝŶŐ
ƚŚƌŽƵŐŚĂŶĚƚŚĂƚǇŽƵ ?ƌĞĚĞĂůŝŶŐǁŝƚŚ ? ?SN - male) 
 
Where it appears impossible for staff to seek the understanding and support 
ŽĨ ‘ŽƵƚƐŝĚĞƌƐ ? ?ƚŚĞǇƚƵƌŶŝŶƐƚĞĂĚƚŽƚŚĞƐƵƉƉŽƌƚŽĨĐ ůůĞĂŐƵĞƐ ?^ƚĂĨĨĚĞƐĐƌŝďĞĂ
special bond that forms between those who understand and have 
experienced this strange and unique environment, viewing it as unfathomable 
and indeed unreachable for those who have never worked there: 
 
 ‘/ƚ ĐƌĞĂƚĞƐ Ă ƚŝŐŚƚĞƌ ? ? ? / ƚŚŝŶŬ ŝƚ ĐƌĞĂƚĞƐ ƐƚƌŽŶŐĞƌ ďŽŶĚƐ ďĞƚǁĞĞŶ
ƉĞŽƉůĞ ǁŚĞŶ ǇŽƵ ?ǀĞ ďĞĞŶ ŝŶǀŽůǀĞĚ ŝŶ ƚŚĞŵ ƐŽƌƚ ŽĨ ŝŶĐŝĚĞŶƚƐ
together... /ĚŽŶ ?ƚŬŶŽǁǁŚǇ ? ? ?/ƐƵƉƉŽƐĞ ?/ĐĂŶůŝŬĞŶŝƚ/ƐƵƉƉŽ ĞƚŽ
Ğƌŵ ? ? ?/ ?ǀĞŐŽƚƐŽŵĞĨƌŝĞŶĚƐǁŚŽĂƌĞŝŶƚŚĞĂƌŵǇ ? ? ?ĂŶĚ/ƚŚŝŶŬŝƚ ?Ɛ
ŵĂǇďĞůŝŬĞĂůĞƐƐĞǆƚƌĞŵĞǀĞƌƐŝŽŶŽĨƚŚĂƚ ? ? ?/ŵĞĂŶ ?/ ?ǀĞŐŽƚƐŽŵĞ
friends that are in the army and they say... friends, you know, 
ŵĂƚĞƐ ƚŚĂƚ ƚŚĞǇ ?ǀĞ ŵĂĚĞ ǁŚĞŶ ƚŚĞǇ ?ǀĞ ďĞĞŶ ŝŶ ǁĂƌ ǌŽŶĞƐ
ƚŽŐĞƚŚĞƌ ? / ŵĞĂŶ ? ƚŚĞǇ ƐĂǇ ŝƚ ?Ɛ Ă ƌĞůĂƚŝŽŶƐŚŝƉ ƚŚĂƚŽƚŚĞƌ ƉĞŽƉůĞ
ĐĂŶ ?ƚ ƵŶĚĞƌƐƚĂŶĚ ? ? ? ǇŽƵ ŬŶŽǁ ? / ƐƵƉƉŽƐĞ ŝƚ ?Ɛ ůŝŬĞ ƚŚĂƚ ďƵƚ ŽŶ Ă
ŵƵĐŚ ĞǆƚƌĞŵĞ ƐĐĂůĞ ŝƐŶ ?ƚ ŝƚ ? ? ? ĚŽ ǇŽƵ ŬŶŽǁ ǁŚĂƚ / ŵĞĂŶ ? ?  ?NA - 
male) 
 
 ‘/ ƚŚŝŶŬ ǁĞ ŐĂŝŶ ŵŽƐƚ ƐƵƉƉŽƌƚ ĨƌŽŵ ĞĂĐŚ ŽƚŚĞƌ ƌĞĂůůǇ ?ǇŽƵƌ
ĐŽůůĞĂŐƵĞƐ ? ?NA - male) 
 
 ‘/ ŵĞĂŶ ? ǁĞ ?ǀĞ ŐŽƚ Ă ŐŽŽĚ ? ǇĞĂŚ ? Ă ŐŽŽĚ ƚŝŐŚƚ ƚĞĂŵ ǇŽƵ ŬŶŽǁ ?
ĂŶĚ / ƚŚŝŶŬ ƚŚĂƚ ?Ɛ ƐŽŵĞƚŚŝŶŐ ƚŚĂƚ ǇŽƵ ŐĞƚ ĨƌŽŵ ? ǇŽƵŬŶŽǁ ? ŝĨ
ǇŽƵ ?ǀĞ ǁŽƌŬĞĚ ĨŽƌ Ă ůŽŶŐ ƚŝŵĞ ǁŝƚŚ ƉĞŽƉůĞ ĂŶĚyou have been 
involved in a lot of erm... a lot of incidents together, you know, 
ĂŶĚ ? ǇŽƵ ŬŶŽǁ ƚŚĂƚ ǇŽƵ ?ƌĞ ŐŽŽĚ Ăƚ ƐƵƉƉŽƌƚŝŶŐ ĞĂĐŚ ŽƚŚĞƌ ĂŶĚ
ďĂĐŬŝŶŐ ĞĂĐŚ ŽƚŚĞƌ ƵƉ ? ŝƚ ?Ɛ ŐŽŽĚ ƚĞĂŵ ďƵŝůĚŝŶŐ ĂŶĚ ǇŽƵ ĨŽƌŵ
ŐŽŽĚ ƐƚƌŽŶŐ ƌĞůĂƚŝŽŶƐŚŝƉƐ ƚŚĂƚ ǇŽƵ ĐĂŶ ?ƚ ? ǇŽƵ ŬŶŽǁ ? ƚŚĂt you 
ĐĂŶ ?ƚĨŽƌŵĂŶǇŽƚŚĞƌǁĂǇƐŽŵĞƚŝŵĞƐ ? ?NA - male) 
 
 ‘/ƚ ƉƵůůƐ ǇŽƵ ƚŽŐĞƚŚĞƌ ƐŽ ǁŚĞŶ ƐŽŵĞƚŚŝŶŐ ŵĂǇďĞ ƵŶƐĂǀŽƵƌǇ
ŚĂƉƉĞŶƐ ? ŝƚ ŵĂŬĞƐ ŝƚ ĞĂƐŝĞƌ ƚŽ ďƌĞĂŬ ŝƚ ĚŽǁŶ Ă ďŝƚ ?ŝƚ ?Ɛ ŶŽƚ ƚŚĂƚ
ďĂĚ ? ŝƚ ?Ɛ ŶŽƚ ƚŚĂƚ ďĂĚ ďĞĐĂƵƐĞ / ?ǀĞ ďĞĞŶ ƚŚƌŽƵŐŚ ŝƚ ĂŶĚ ƚŚĞǇ ?ǀĞ
been through iƚ ?ǁĞ ?ǀĞĂůůďĞĞŶƚŚƌŽƵŐŚŝƚĂŶĚǁĞĐĂŶŚĞůƉĞĂĐŚ
ŽƚŚĞƌĂůŝƚƚůĞďŝƚ ? ?NA - male) 
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The identification and distinctions made between the inside and outside 
seemingly contribute towards the creation of an insular community. As staff 
seek greater support from their colleagues working within the organisation, it 
becomes increasingly enigmatic and closed off to those on the outside. 
 
Simultaneously, it seems, the organisation itself becomes an increasingly 
isolated, deviant community, physically shielded from the outside while 
hidden behind high fences, in turn becoming a rare but modern total 
institution (Goffman, 1961). While these emerging themes and ideas are 
representative of the wider background influences requiring the institutional 
and emotional work of staff, the organisational arrangements of the hospital, 
ensuing expectations, obligations and responsibilities of staff, will be explored 
next. 
EVERYDAY REALITIES OF WORKING IN A HIGH SECURE HOSPITAL 
Staff were eager to describe their working environment as a hospital rather 
than a prison, and to define themselves as working with patients not 
prisoners. Yet, in contradiction to this, staff also frequently described the 
priorities of security over care. The ownership and government of the hospital 
by the NHS, accompanied by auditing, benchmarking and close partnership 
working with the Home Office and Prison Services, have evidently created 
tensions amongst staff with regards their position, roles and contractual 
obligations: 
 ‘/ƚƵƐĞĚƚŽďĞƉĂƌƚŽĨƚŚĞ^ƉĞĐŝĂů,ospital Services or Authority, so 
we kind of came under the prison service. We were governed by 
the Home Office basically, so we were kind of under the Home 
Office-WƌŝƐŽŶƐŽƌƚŽĨƵŵďƌĞůůĂ ? ? ?ǁĞ ?ǀĞĂůǁĂǇƐďĞĞŶĂŚŽƐƉŝƚĂůďƵƚ
it came under that sort of, that umbrella of correctional services 
ŝĨ ǇŽƵ ůŝŬĞ ĂŶĚ ƚŚĞŶ ĞǀĞŶƚƵĂůůǇ ǁĞ ŵŽǀĞĚ ŝŶƚŽ ƚŚĞ E,^ ?  ?SN - 
male) 
 
 ‘tŚĞŶ/ ĨŝƌƐƚĐĂŵĞŚĞƌĞ ŝƚǁĂƐĂůůŐŽǀĞƌŶĞĚďǇƚŚĞ,ŽŵĞKĨĨŝĐĞ ?
even though they were the Special Hospitals, they were like their 
own authority, over the ǇĞĂƌƐ/ ?ǀĞďĞĞŶŚĞƌĞ ?ƚŚĞǇ ?ǀĞďĞĞŶƐůŽǁůǇ
ŝŶƚĞŐƌĂƚĞĚǁŝƚŚŝŶŵĂŝŶƐƚƌĞĂŵE,^dƌƵƐƚƐ ? ?TL-male) 
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Being employed by the NHS whilst remaining answerable to the Home Office 
clearly creates anxieties amongst staff with regards their roles and 
responsibilities: 
 
 ‘tĞĂƌĞĂŶƐǁĞƌĂďůĞƚŽŵŽƌĞƉĞŽƉůĞƚŚĂŶƉƌŝƐŽŶƐĂƌĞ ?ƚŚĞ,ŽŵĞ
Office and that sort of thing, and people are really wary because 
ǇŽƵ ?ƌĞ ĂŶƐǁĞƌĂďůĞ ? ǁŚĞƌĞĂƐ ŝŶ ƉƌŝƐŽŶ ? ǇŽƵ ƐĞƌǀĞ ǇŽƵƌ ƐĞŶƚĞŶĐĞ
ĂŶĚ ǇŽƵ ŐŽ ? ŝĨ ǇŽƵ ƌĞŽĨĨĞŶĚ ? ƉĞŽƉůĞ ĂƌĞŶ ?ƚ ŐŽŝŶŐ ƚŽ ďĞ ĂƐŬŝŶŐ
questions about the prison officers or wardens, because you will 
be arrested and you will go back to prison. Whereas here, if 
people reoffend, questions are asked about us and our practice 
and what we are doing... we have to answer for those things... 
ŝƚ ?ƐŶŽƚĂůŝŐŚƚƚŚŝŶŐ ?ŝƚ ?ƐĂǀĞƌǇƐĞƌŝŽƵƐƚŚŝŶŐ ? ?SN - male) 
 
 ‘ ?dŚĞ ? ůĞŐĂů ƌĞƋƵŝƌĞŵĞŶƚ ŽĨ ǇŽƵƌ ĚĞƚĞŶƚŝŽŶ ? ƚŚĂƚ ?Ɛ ǀĞƌǇ ŵƵĐŚ
driven by the dictates of the home office and the security 
ƉƌĂĐƚŝĐĞƐƚŚĂƚƚŚĞŚŽŵĞŽĨĨŝĐĞƚĞůůƵƐƚŚĂƚǁĞŚĂǀĞƚŽĂĚŚĞƌĞƚŽ ?
(TL-male) 
 
The regulation and governance of staff practices under differing disciplines 
has seemingly resulted in competing priorities and agendas, revealed as 
conflicts and tensions within the organisation. Emphases on security, origins 
of staff training from the penal system along with expectations of healthcare 
staff in maintaining the safety of patients and the public have all been cited 
by staff as competing with caring logistics. Staff express that security 
measures have ironically increased since being employed and governed by 
the NHS, that a greater emphasis is now being placed on the enforcement of 
security, which staff perceive as being out of their control: 
 
 ‘dŚĂƚ ?Ɛ ƚŚĞ ƐƚƌĂŶŐĞ ƚŚŝŶŐ ? ǁŚĞŶ / ĨŝƌƐƚ ĐĂŵĞ ŚĞƌĞ ? ZĂŵƉƚŽŶ ǁĂƐ
its own authority directed under the Home Office, they then got 
drawn into the Trust, which really tried to put across that the 
nature of the hospital is care and treatment and then all of a 
ƐƵĚĚĞŶ ĂƐ ƚŚĞǇ ?ǀĞ ƚƌŝĞĚ ƚŽ ĚŽ ƚŚĂƚ ? ǇŽƵ ?ǀĞ ŐŽƚ ƚŚŝƐ ŵĂƐƐŝǀĞ
increase in assessments, risk assessments, big fences, personal 
ĂůĂƌŵƐǇƐƚĞŵƐ ? ?TL-male) 
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 ‘/ƚ ?Ɛ ŝŵƉŽƐŝŶŐ ǁŚĞŶ ǇŽƵ ĨŝƌƐƚ ĂƉƉƌŽĂĐŚ ŶŽǁ ? ŝƚ ?Ɛ ƐŽŵĞƚŚŝŶŐ
ĐŚƌŽŶŝĐ ?dŚĞǇ ?ƌĞƚƌǇŝŶŐƚŽĐƌĞĂƚĞĂŶĚŝŶĐƌĞĂƐĞƚŚĞŝĚĞŶƚŝƚǇŽĨƚŚŝƐ
place as being hospital care and treatment centred and then 
what you see is two massive five metre fences, how can you sort 
ŽĨďůĞŶĚƚŚŽƐĞƚŽŐĞƚŚĞƌ ? ? ?TL-male) 
 
 ‘/ƐƵƉƉŽƐĞŝŶĂŚŽƐƉŝƚĂůůŝŬĞƚŚŝƐǇŽƵŚĂǀĞƚŽĐŽǀĞƌĞǀĞŶƚƵĂůŝƚŝĞƐ ? ? ?
ƚƌǇŝŶŐ ƚŽ ŬĞĞƉ ƉĞŽƉůĞ ƐĂĨĞ ? ƚŚĂƚ ?Ɛ ƚŚĞ ǁĂǇ ƚŚĞ ŚŽƐƉŝƚĂů ĚŽĞƐ ŝƚ ?
(NA - male) 
 
 ‘tŚĞŶ/ ĨŝƌƐƚĐĂŵĞŚĞƌĞ ?ǁĞŚĂĚĂ chain linked fence and a wall 
ĂŶĚůŝŬĞĂĚŝƚĐŚĞŝƚŚĞƌƐŝĚĞŽĨŝƚ ?ǁŚĞƌĞĂƐŶŽǁ ?ǇŽƵ ?ǀĞŐŽƚĂůůƚŚĞ
ŚŝŐŚƚĞĐŚƐƚƵĨĨŚĂǀĞŶ ?ƚǇŽƵ ? ?TL-male) 
 
 ‘^ĞĐƵƌŝƚǇŶŽǁ ŝƐ ĐŽŵƉůĞƚĞůǇĚŝĨĨĞƌĞŶƚ ? ĐĂŵĞƌĂƐ- tremblers, none 
ŽĨƚŚĂƚƐƚƵĨĨĂƚƚŚĞĨƌŽŶƚ ? ?TL-male) 
 
 ‘/ƚŚŝŶŬƚŚĞƌĞ ?ƐĂŶŝŶĐƌĞĂƐŝŶŐĞŵƉŚĂƐŝƐŽŶƉůĂǇŝŶŐƚŚŝŶŐƐƐĂĨĞ ?ƐŽ
overdoing it rather than being in a position of under-doing it. I 
ĚŽŶ ?ƚ ĂůǁĂǇƐ ĂŐƌĞĞ ǁŝƚŚ ƚŚĞ ĚĞĐŝƐŝŽŶ ƚŚĂƚ ?Ɛ ŵĂĚĞ ďƵƚ ŝƚ ?Ɛ Ă
ƐĞĐƵƌŝƚǇĚĞĐŝƐŝŽŶ ? ?RC - female) 
 
 ‘dŚĞƐĞĐƵƌŝƚǇƐƚƵĨĨƚĂŬĞƐƐŽŵĞŐĞƚƚŝŶŐƵƐĞĚƚŽ ? ?SN - male) 
 
PRIORITIES OF SECURITY 
Despite staff reassurances that Rampton is a hospital not a prison and that 
those they contain are patients not prisoners, staff from all professional 
backgrounds describe their roles as healthcare professionals as being 
outweighed by those of security arrangements set out by the organisation: 
 
 ‘dŚĞƐĞĐƵƌŝƚǇƐŽŵĞƚŝŵĞƐŐŽǀĞƌŶƐƚŚĞŶƵƌƐŝŶŐ ?ŝĨǇŽƵŬŶŽǁǁŚĂƚ/
mean, so things that you might do in other hospitals, you have to 
do differently here because of the security ŵĞĂƐƵƌĞƐ ? ?NA - male) 
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 ‘dŚĞ ŵĂũŽƌ ŝƐƐƵĞ ǁŝƚŚ ƚŚĞ ũŽď ŝƐ ŵĂŝŶƚĂŝŶŝŶŐ ƐĞĐƵƌŝƚǇ ĂŶĚ ƐĂĨĞƚǇ
essentially... maintaining the security and safety of all is the 
ƉƌŝŵĂƌǇƌŽůĞŽĨƚŚŝƐ ?ƚŚĞŶƵƌƐŝŶŐŝƐƐĞĐŽŶĚĂƌǇ ? ?SN - male) 
 ‘^ĞĐƵƌŝƚǇŝƐƚŚĞƚŽƉŽĨƚŚĞůŝƐƚ ? ? ?ǇŽƵůŽƐĞǇŽƵƌŬĞǇƐ ?ǇŽƵĚŽŶ ?ƚĐŽŵĞ
back, so in the great order of things, security then nursing 
(laughs), these can all be down with something terminal but if 
/ ?ǀĞŐŽƚŵǇŬĞǇƐ ?/ ?ŵƐĂĨĞ ?ůĂƵŐŚƐ ? ? ?TL-male) 
 
 ‘zŽƵ ?ǀĞ ŐŽƚ Ă ůŽƚ ŽĨ ƐĞĐƵƌŝƚǇ ƐƚƵĨĨ ƚŽ ĚĞĂů ǁŝƚŚ ĂŶĚ the nursing 
stuff as well... I suppose there is that conflict about maybe being 
ƚŽŽĐƵƐƚŽĚŝĂů ? ? ?ŝƚ ?ƐďǇǀŝƌƚƵĞŽĨǇŽƵďĞŝŶŐŚĞƌĞĂŶĚŚĂǀŝŶŐƚŽůŽĐŬ
the patients up on a night and unlock them and those things 
which are, like patting down patients, searching, stuff like that, 
ŝƚ ?ƐǀĞƌǇƐĞĐƵƌŝƚǇŽƌŝĞŶƚĂƚĞĚ ? ?SN - male) 
 
 ‘WĂƌƚŽĨŵǇ ũŽď ŝƐ ũƵƐƚĚŽǁŶƚŽƐĞĐƵƌŝƚǇ ?ĞǀĞƌǇĚĂǇ ?ǁŝƚŚŽƵƚĞǀĞŶ
thinking about it, I make sure that every door is locked, every key, 
you know, jangle the door, you make sure no cupboards are left 
open, you make sure things are signed for, you count things out, 
ǇŽƵĐŽƵŶƚƚŚŝŶŐƐďĂĐŬŝŶĂŐĂŝŶ ? ?SN - male) 
 
While staff were keen to point out that the environment in which they work is 
a hospital not prison, that they are nurses and care staff not prison guards or 
officers, and that the people they work with are patients and not inmates or 
prisoners, the conflicts and tensions between care and safety regimes were 
frequently apparent: 
 
 ‘ǀĞŶƚŚŽƵŐŚůŽƚƐŽĨƚŚĞŶƵƌƐŝŶŐƐƚĂĨĨĂƌĞŵĞŵďĞƌƐŽĨƚŚĞWƌŝƐŽŶ 
KĨĨŝĐĞƌƐ ƐƐŽĐŝĂƚŝŽŶ ? ƚŚĂƚ ?Ɛ ƚŚĞŝƌ ƵŶŝŽŶ ƌĂƚŚĞƌ ƚŚĂŶ hŶŝƐŽŶ Žƌ
ƐŽŵĞƚŚŝŶŐ ůŝŬĞ ƚŚĂƚ ? ? ?ƚŚĞǇ ?ƌĞ ŶŽƚ ƉƌŝƐŽŶ ŽĨĨŝĐĞƌƐ ?ƚŚĞǇ ?ƌĞ ŶƵƌƐĞƐ
you know, so the patients are not inmates, they are patients, I 
ƚŚŝŶŬƚŚĂƚ ?ƐŝŵƉŽƌƚĂŶƚ ? ?RC - male) 
 
 ‘tĞ ?ƌĞŶƵƌƐĞƐ ?ǁĞ ?ƌĞŶŽƚďŽƵŶĐĞƌƐ ?ǁĞ ?ƌĞŶŽƚƐŽůĚŝĞƌƐ ?ǇŽƵŬŶŽǁ ?
ǁĞ ?ƌĞ ŶƵƌƐĞƐ ? ? ? ŝƚ ?Ɛ Ă ǀĞƌǇ ĚŝĨĨĞƌĞŶƚ ƌŽůĞ ? ďƵƚ ǁĞ ?ƌĞ ŶŽƚ ƉƌŝƐŽŶ
ŐƵĂƌĚƐ ?SN - male) 
 
 ‘tĞ ?ƌĞĚĞĂůŝŶŐǁŝƚŚƉĂƚŝĞŶƚƐŶŽƚƉƌŝƐŽŶĞƌƐ ? ?SN - male) 
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  ‘/ ƚŚŝŶŬ ƚŚĞ ƚŚŝŶŐ ŝƐ ǁŝƚŚZĂŵƉƚŽŶ ?ǇŽƵ ůŽŽŬĂƚ ƉƌŝƐŽŶƐ ĂŶĚǇŽƵ
can sort oĨƚŚŝŶŬŝƚ ?ƐĂƉƌŝƐŽŶ ?ŝƚ ŝƐŶ ?ƚĂƉƌŝƐŽŶ ?ŝƚ ?ƐĂŚŽƉŝƚĂůĂŶĚ
ƚŚĂƚ ?ƐƚŚĞĚŝĨĨĞƌĞŶĐĞ ?ƚŚĞƐĞƉĞŽƉůĞĂƌĞƉŽŽƌůǇǇŽƵŬŶŽǁ ?ĂŶĚǁĞ
ŚĂǀĞƚŽƌĞŵĞŵďĞƌƚŚĂƚ ? ?SN - male) 
 
 ‘WƌŝƐŽŶƐ ĂƌĞ ƐƵƉƉŽƐĞĚ ƚŽ ďĞ ĂďŽƵƚ ƌĞŚĂďŝůŝƚĂƚŝŽŶ ? ? ? ǁĞ ?ƌĞ Ă
ŚŽƐƉŝƚĂůǁŚŝĐŚŵĞĂŶƐǁĞ ?ƌĞĂďŽƵƚƚƌĞĂƚŵĞŶƚ ? ?SW - female) 
 
 ‘/ƚ ĚŽĞƐ ĐůĂƐŚ ? ĞƐƉĞĐŝĂůůǇ ƚŚĞ ďĂůĂŶĐĞ ďĞƚǁĞĞŶ ƐŽŵĞďŽĚǇ ďĞŝŶŐ
safe and secure and the interventions that as a nurse you need to 
ĚŽ ? ? ?ŝŶƐŽŵĞƌĞƐƉĞĐƚƐŝƚ ?ƐĂďŽƵƚĚŽŝŶŐƚŚĞŶƵƌƐŝŶŐ ƚƵĨĨǁŚĞŶŝƚ ?Ɛ
okay to do the nursing stuff, and responding to the situation and 
keeping everybody safe and secure and you have to forget that 
 ?ŶƵƌƐŝŶŐ ?ŝŶƚĞƌǀĞŶƚŝŽŶ ? ?SN - male) 
 
 ‘ƐĂŶƵƌƐĞ ?ǁŚĞŶǇŽƵĐŽŵĞƚŽ ƚŚĞ ĨŝĞůĚŽĨ ĨŽƌĞŶƐŝĐƐ ?ŽŶĞŽĨ ƚŚĞ
hardest things that you have to try and balance out is the security 
aspect of the job that you do, along with the nursing side of how 
ǇŽƵ ǁĞƌĞ ƚƌĂŝŶĞĚ ? /ƚ ?Ɛ ƐŽŵĞƚŚŝŶŐ ƋƵŝƚĞ ĚŝĨĨĞƌĞŶƚ ? ĂŶĚ ƚŚĞ ƚǁŽ ? /
ĚŽŶ ?ƚ ƚŚŝŶŬ ? ĞǀĞƌ Ɛŝƚ ƚŽƚĂůůǇ ĐŽŵĨŽƌƚĂďůǇ ǁŝƚŚ ĞĂĐŚ ŽƚŚĞƌ ?  ?TL-
male) 
 
 ‘,ŽǁǇŽƵŐŽĂďŽƵƚƉƵƚƚŝŶŐĂĐƌŽƐƐǇŽƵƌŶƵƌƐŝŶŐĐĂƌĞŝƐŶ ?ƚĂůǁĂǇƐ
that easy a job within a contained area, a place with massive 
ƐĞĐƵƌŝƚǇƉƌĂĐƚŝĐĞƐ ?ďƵƚǇŽƵ ?ǀĞũƵƐƚŐŽƚƚŽƐƚĂǇƚƌƵĞƚŽǇŽƵƌƐĞůĨ ? ?TL-
male) 
 
 ‘/ƚŚŝŶŬƚŚĞƌĞ ?ƐĂƌĞĂůƚĞŶƐŝŽŶ ? ? ?/ƚŚŝŶŬƚŚĞƌĞŝƐƚŚŝƐƌĞĂůĐƵƐƚŽĚŝĂů
ĞŵƉŚĂƐŝƐ ? ?RC - female) 
 
 ‘Kbviously with a high secure hospital, the emphasis should be on 
ŚŽƐƉŝƚĂů ?ƐŽǁĞ ?ƌĞŶŽƚĂƉƌŝƐŽŶ ?ǁĞĂƌĞĂďŽƵƚƚƌĞĂƚŵĞŶƚ ?ďƵƚƚŚĞ
clue is also in the high secure bit, so we are also working with 
people who do present a risk to others, and so you have to 
manage that risk, but again within a hospital environment which 
ŝƐ ĂďŽƵƚ ƚƌĞĂƚŵĞŶƚ ? ƚŚĞǇ ?ƌĞ ŶŽƚ ĂůǁĂǇƐ ĐŽŵĨŽƌƚĂďůĞ ƚŽŐĞƚŚĞƌ /
ĚŽŶ ?ƚƚŚŝŶŬ ? ?SW - female) 
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NEED FOR TRAINING 
Despite the hospital being owned by the NHS, the training that staff receive 
with regards the use of coercive measures continues to originate from that of 
the prison service whilst being adapted to the needs and demands of a high 
secure hospital: 
 
 ‘Ds ? ĐŽŶƚƌŽů ĂŶĚ ƌĞƐƚƌĂŝŶƚ ĂƐ ŝƚ ǁĂƐ ĐĂůůĞĚ ŵĂŶǇ ǇĞĂƌƐ ĂŐŽ ?
ĐĂŵĞ ŝŶ ŝŶ ƚŚĞ  ? ? ?Ɛ ĨƌŽŵ ƚŚĞ ƉƌŝƐŽŶ ƐǇƐƚĞŵ ? ? ? ďĂƐŝĐĂůůǇ ǁĞ ?ǀĞ
followed the prison, prison sort of system of control and 
restraint... over the years our training has been modified and 
adapted and adjusted and changed to better suit our 
ĞŶǀŝƌŽŶŵĞŶƚ ? ?SN - male) 
 
 ‘tĞ ?ǀĞ ŬŝŶĚ ŽĨ ůŽŽŬĞĚ Ăƚ all the incidents that we do have, and 
ǁĞ ?ǀĞĂĚĂƉƚĞĚƚŚĞƚƌĂŝŶŝŶŐŶŽǁƚŽ ƌĞĨůĞĐƚŵŽƌĞŽĨǁŚĂƚ ?ƐŐŽŝŶŐ
ŽŶŝŶƐŝĚĞ ? ?SN - male) 
 
 ‘KƌŝŐŝŶĂůůǇ ? ŝƚ ǁĂƐ Ă ƉƌŝƐŽŶ ƐĞƌǀŝĐĞ ŵŽĚĞů ƚŚĂƚ ǁĂƐĨŽůůŽǁĞĚ ? ? ?
ƋƵŝƚĞ ŽĨƚĞŶ ǁĞ ?ůů ŐŽ ƚŽ Đŝǀŝů ĚĞĨĞŶĐĞ ĂŶĚ ǁĞ ?Ě ĚŽ ƐŽŵĞ ƚƌĂŝŶŝŶŐ
with their guys to make sure that our skills are adequate enough 
ƚŽƚƌĂŝŶŽƚŚĞƌƉĞŽƉůĞ ? ?SN - male) 
 
Staff are trained to different levels with regards responding to incidents, 
depending upon their role. All staff are required to undertake basic 
breakaway level training as a minimum standard requirement. Direct care 
staff identified as those who spend the majority of time on the wards, such as 
nurses and nursing assistants, are required to undertake further mandatory 
training in managing violence and aggression involving the use of restraints 
and seclusion. A further proportion of direct care staff are required to 
undertake additional training in personal and protective equipment (PPE). 
These distinctions between staff roles and training seemingly point towards 
notions of insiders and outsiders, even inside the hospital: 
 
 ‘/ƚ ?ƐƚŚĞǁĂƌĚƐƚĂĨĨǁŚŽǁŽƵůĚďĞƚŚĞŐƵǇƐƚŚĂƚǁŽƵůĚĚĞĂůǁŝƚŚ
any incident... The guys that are trained to a higher level with 
ƌĞŐĂƌĚƐ ƚŽ WW ? ƚŚĂƚ ?Ɛ Ă ǀŽůƵŶƚĂƌǇ ĐŽƵƌƐĞ ďĞĐĂƵƐĞ ŝƚ ?Ɛ ĂŶ
ĞǆƚƌĞŵĞůǇ ŝŶƚĞŶƐĞ ƚŚƌĞĞ ĚĂǇ ĐŽƵƌƐĞ ? Ğƌŵ ? ? ? ĂŶĚ ŝƚ ?Ɛ ŶŽƚ ĨŽƌ
everybody... you know, not everybody because it ?s, we step up the 
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levels of aggression and violence and we deal with weapons and 
we deal with barricades and we deal with erm... hostage 
situations and medical emergencies and all that sort of stuff and 
scenarios through days training and not all staff want to part of 
ƚŚĂƚĂŶĚ ƚŚĂƚ ?Ɛ ĨŝŶĞǇŽƵŬŶŽǁďƵƚ ? ƚŚĞƌĞ ŝƐ ĂŶĞĞĚĨŽƌŵŝŶŝŵƵŵ
ŶƵŵďĞƌŽĨƐƚĂĨĨŝŶƚŚĞŚŽƐƉŝƚĂůƚŽďĞƚƌĂŝŶĞĚ ? ? ? ? ?SN - male) 
 
 ‘/ ?ŵŶŽƚ ŝŶǀŽůǀĞĚŝŶƌĞƐƚƌĂŝŶƚ ?/ ?ŵŶŽƚĨƵůůǇDsƚƌĂŝŶĞĚĂŶĚƚŚĂƚ ?Ɛ
a decision made by the clinical director and lead psychologist that 
ƉƐǇĐŚŽůŽŐŝƐƚƐǁŝƚŚŝŶƚŚŝƐƐĞƌǀŝĐĞǁŽƵůĚŶ ?ƚďĞĐĂƵƐĞŽĨƚŚĞĐŽŶĨůŝĐƚ
ďĞƚǁĞĞŶ ƚŚĞ ĚĞƚĞŶƚŝŽŶ ĂŶĚ ĐŽŶƚƌŽů ǀĞƌƐƵƐ ƚŚĞ ƚŚĞƌĂƉǇ ĂŶĚ ŝƚ ?s 
ƐĞĞŶŚŝƐƚŽƌŝĐĂůůǇĂƐďĞŝŶŐǀĞƌǇĐŽŶƚƌĂĚŝĐƚŽƌǇƐŽǇŽƵĐĂŶ ?ƚĚŽŽŶĞ
and do the other at the same time because t would affect the 
ƚŚĞƌĂƉĞƵƚŝĐ ƌĞůĂƚŝŽŶƐŚŝƉ ? ĂŶĚ / ƚŚŝŶŬ ŝƚ ?Ɛ ƉƌŽďĂďůǇ Ă ŐŽŽĚ ŝĚĞĂ
actually, I think we need to be seen to some degree as being 
seƉĂƌĂƚĞ ? ?Psychologist - female) 
 
 ‘/ƚŚŝŶŬƚŽƐŽŵĞĚĞŐƌĞĞƚŚĞƉĂƚŝĞŶƚƐŶĞĞĚƚŽƐĞĞƚŚĞƉƐǇĐŚŽůŽŐŝƐƚ
as being independent from that process, and I think sometimes, 
ƚŚĂƚ ?Ɛ ƐŽŵĞƚŚŝŶŐ ƚŚĂƚ ƚŚĞ ǁĂƌĚ ƐƚĂĨĨ ? ƚŚĞ ŶƵƌƐŝŶŐ ƐƚĂĨĨ ĨŝŶĚ
difficult because if something happened I guess the staff would 
want the psychologist to help in managing the risk, but actually 
ǁĞ ?ƌĞŶŽƚƚƌĂŝŶĞĚƚŽĚŽƚŚĂƚƐŽǁĞǁŽƵůĚŵĂǇďĞƐƚĂŶĚďĂĐŬĨƌŽŵ
ƚŚĂƚĂŶĚŚŽǁƚŚĂƚ ?ƐǀŝĞǁĞĚ ?/ƚŚŝŶŬƚŚĞƌĞ ?ƐĂůŽƚŽĨĚǇŶĂŵŝĐŝƐƐƵĞƐ
in relation to that and how iƚĂĨĨĞĐƚƐǁŽƌŬŝŶŐƌĞůĂƚŝŽŶƐŚŝƉƐďƵƚŝƚ ?Ɛ
a bigger question than how it affects the patients, but I think 
ǁĞ ?ƌĞĂĐƚƵĂůůǇƉƌĞǀĞŶƚĞĚĨƌŽŵĂǀĞƌǇĚŝĨĨŝĐƵůƚƐŝƚƵĂƚŝŽŶďǇƚŚĞĨĂĐƚ
ƚŚĂƚǁĞĚŽŶ ?ƚĚŽƌĞƐƚƌĂŝŶŝŶŐ ? ?Psychologist - female) 
HIERARCHY 
The different levels of training amongst staff, the types of ward that staff 
work on, along with the types of patients that staff work with, each 
contribute towards a multi-tiered workforce with regards status and esteem. 
The intensive care unit in particular was often described as accommodating 
the most dangerous of  “deviants ? with the most frequent incidences and 
potential need for using of coercive measures being an expectation amongst 
staff: 
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 ‘/Ŷ ƐŽŵĞ ĐĂƐĞƐ ? ƉĂƌƚŝĐƵůĂƌůǇ ŝĨ ǇŽƵ ůŽŽŬ Ăƚ ƚŚŝƐ ǁĂƌĚ ? ǇŽƵ ŵŝŐht 
ŚĂǀĞ ƚŚĞ ŝŶĚŝǀŝĚƵĂů ƚŚĂƚ ?Ɛ ďĞĞŶ ƚƌŽƵďůĞƐŽŵĞ ƚŚƌŽƵŐŚŽƵƚ ƚŚĞ
ƐǇƐƚĞŵ ŝĨǇŽƵ ůŝŬĞ ? ƚŚĞǇ ?ǀĞďĞĞŶƵŶŵĂŶĂŐĞĂďůĞĞůƐĞǁŚĞƌ  ? ƚŚĞƌĞ
comes a point where they come here on the ICU in a high secure 
ŚŽƐƉŝƚĂůǁŚĞƌĞǇŽƵŚĂǀĞƚŽŵĂŶĂŐĞŝƚ ? ?NA - male) 
 
 ‘dŚŝƐ ?ƚŚĞ/h ?ŝƐƚŚĞŵŽƐƚƐĞĐƵƌĞǁĂƌĚǁŝƚŚŝŶƚŚĞŚŽƐƉŝƚĂů ? ?NA - 
male) 
 
  ‘KŶƚŚŝƐǁĂƌĚǁĞƐŚŽƵůĚĞǆƉĞĐƚƐŽŵĞŶĞŐĂƚŝǀŝƚǇ ?ǁĞĂƌĞƚŚĞ/h ?
ƚŚĞƐĞƉĂƚŝĞŶƚƐĂƌĞĚĞĞŵĞĚƚŽďĞƚŚĞǁŽƌƐƚ ŝŶƚŚĞŚŽƐƉŝƚĂůƐŽŝƚ ?Ɛ
ĂďŽƵƚĂĐĐĞƉƚŝŶŐ ?ŽƌĨŝŶĚŝŶŐĂŶĂĐĐĞƉƚĂďůĞůĞǀĞůƚŚĂƚǁĞ ?ƌĞŚĂƉƉǇ
to ŶƵƌƐĞƚŚĞŵŽƵƚƐŝĚĞŽĨƐĞĐůƵƐŝŽŶ ? ?SN - male) 
 
 ‘/ƚŚŝŶŬŝŶƚŚĞŚŽƐƉŝƚĂůŝŶŐĞŶĞƌĂů ?ĐŽŵƉĂƌĞĚƚŽŽƚŚĞƌŚŽƐƉŝƚĂůƐďǇ
the very nature of it being high secure and the patients that we 
have, on paper, we are at more risk of that sort of behaviour than 
anywhere else, so we would see more, on paper, than anywhere 
else and experience that more and by the very nature of the 
patients being as disturbed as they are, especially on here, we 
ĐĂŶƐĞĞƚŚĞǁŽƌƐƚĞŶĚŽĨŝƚ ? ?SN - male) 
 
 ‘/ƚ ?ƐĂĐĐĞƉƚŝŶŐƚŚĂƚǁĞŚĂǀĞƚŽƚĂŬĞĐĂlculated risks and more so 
ƚŚĂƚǁĞ ?ƌĞĞǆƉĞĐƚĞĚƚŽĚŽƐŽŽŶŚĞƌĞďĞĐĂƵƐĞǁĞĂƌĞƚŚĞ/h ?ǁĞ
have an expectation that the level of risk our patients pose is 
ŚŝŐŚĞƌƚŚĂŶŝƚƐŚŽƵůĚďĞŽŶĂŶǇŽƚŚĞƌǁĂƌĚ ?SN - male) 
 
 ‘KŶ ŚĞƌĞ ? ŝƚ ŝƐ ĂŶ ŝŶƚĞŶƐŝǀĞ ĐĂƌĞ ǁĂƌĚ ? ŝƚ ŝƐ different to other 
wards... on here, we get the worst of the bunch... because they 
are the worst of the bunch, they are volatile, they are unsettled, 
ƚŚĞǇĂƌĞƵŶǁĞůůĂŶĚƚŚĞǇĂƌĞƌĞƐƚƌŝĐƚĞĚƚŽƚŚŝŶŐƐ ? ?SN - female) 
OBLIGATIONS TO CONFORM 
In order to work within such a highly controlled secure environment for any 
length of time, staff are required to accommodate and conform to societal 
values, institutional norms and organisational expectations. Through enacting 
and enforcing the boundaries of the institution, staff describe having to 
 173 
 
consolidate institutional values, often in place of their own. Where the 
tentative questioning of organisational rules have occurred, staff have quickly 
sought to reconcile and accept these rules as being due to their personal lack 
of insights and understandings. In addition, staff have frequently sought to 
self-justify the reasons for such rules, regulations and their resulting actions, 
or have simply resigned themselves to following organisational policies, rules 
and regulations regardless of their personal feelings since they feel they have 
little or no choice in the matter: 
 
 ‘^ŽŵĞ ƉĞŽƉůĞ ǁŝůů ƐƚƌƵŐŐůĞ ? ƐŽŵĞ ƉĞŽƉůĞ ƌĞĂůůǇ ƌĞĂůůǇ ƌĞĂůůǇ
struggle reading index offences. They tend to leave. So we tend to 
have a group of people here who, they might not like what they 
ƌĞĂĚ ĂŶĚ ƚŚĞǇ ŵŝŐŚƚ ŶŽƚ ůŝŬĞ ǁŚĂƚ ƚŚĞ ƉĞƌƐŽŶ ?Ɛ ĚŽŶĞ ? ďƵƚ ƚŚĞǇ
ĂĐĐĞƉƚƚŚĂƚǁĞ ?ƌĞŚĞƌĞƚŽƚƌĞĂƚƚŚĂƚƉĞƌƐŽŶ ? ?SN - male)  
  
 ‘/ ƌĞŵĞŵďĞƌ ƐƚĂƌƚŝŶŐ ŚĞƌĞ ŵǇƐĞůĨ ĂŶĚ ƚŚŝŶŬŝŶŐ ĂŶĚ ďĞŝŶŐ
completely naive to everything and thinking why do they do this 
and why do they do that and why is it like this and why is it like 
ƚŚĂƚ ĂŶĚ ŐĞŶĞƌĂůůǇ ? ǁŚĞŶ ǁĞ ?ƌĞ ŝŶ ZĂŵƉƚŽŶ ? ƚŚĞƌĞ ?Ɛ ĂůǁĂǇƐ Ă
ƌĞĂƐŽŶ ? ŝĨ ƚŚĞƌĞ ?ƐĂŶǇƚŚŝŶŐǇŽƵĚŽŶ ?ƚƵŶĚĞƌƐƚĂŶĚ ? ƚŚĞƌĞ ?ƐĂůǁĂǇƐ
usually a reason for it, do you know whaƚ/ŵĞĂŶ ?ŝĨƐŽŵĞƚŚŝŶŐ ?Ɛ
ĚŽŶĞůŝŬĞƚŚĂƚ ?ŝƚ ?ƐĨŽƌĂƉĂƌƚŝĐƵůĂƌƌĞĂƐŽŶ ?ǇŽƵŬŶŽǁ ? ?NA - male) 
 
 ‘^ŽŵĞƐƚĂĨĨŵŝŐŚƚĚŝƐĂŐƌĞĞǁŝƚŚŝƚ ? ? ?/ƚŚŝŶŬƚŚĞŵĂũŽƌŝƚǇũƵƐƚĚŽŝƚ
ďĞĐĂƵƐĞǁĞ ?ǀĞďĞĞŶƚŽůĚƚŽĚŽŝƚ ? ?NA - male) 
 
 ‘zŽƵ ?ǀĞŐŽƚŶŽĐŚŽŝĐĞƐŽǇŽƵĂĐĐĞƉƚŝƚ/ƐƵƉƉŽƐĞ ? ?NA - male) 
  
 ‘/ĚŽŶ ?ƚŬŶŽǁ ?ďĞĐĂƵƐĞǁĞ ?ǀĞĂůǁĂǇƐĚŽŶĞŝƚŝƐƚŚĞƵƐƵĂůĂŶƐǁĞƌ ?
(TL-male) 
 
 ‘dŚĂƚ ?Ɛ ŽŶĞ ŽĨ ƚŚĞ ƚŚŝŶŐƐ ǇŽƵ ŚĂǀĞ ƚŽ ƌĞĐŽŶĐŝůĞ ŚĞƌĞ ? ŽƵƚǁĂƌĚůǇ
something might not see, like a nursey thing to do... but these 
ĂƌĞŶ ?ƚ ƌƵŶ ŽĨ ƚŚĞ ŵŝůů ƉĂƚŝĞŶts really so you have to protect the 
ƉƵďůŝĐĂƐǁĞůů ? ?SN - male) 
 
 ‘/ĚŽŶ ?ƚŬŶŽǁ ?/ŵĞĂŶ ?ƚŚĂƚŵƵƐƚďĞƚŚĞŽĨĨŝĐŝĂůůŝŶĞ ? ? ?ƚŚĞƌĞŵƵƐƚ
ďĞƐŽŵĞŬŝŶĚŽĨĚŝĨĨĞƌĞŶĐĞ ŝŶƉĞƌĐĞƉƚŝŽŶďƵƚŵĂǇďĞ / ?ǀĞ ũƵƐƚŶŽƚ
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ƉŝĐŬĞĚ ŝƚ ƵƉ ŵǇƐĞůĨ ƌĞĂůůǇ ? ŵĂǇďĞ / ?ŵ ďůŝŶĚ ƚŽ ƚŚĂƚ ?ďƵƚ / ĐĂŶ ?ƚ
ƌĞĂůůǇƐĞĞ ? ?SN - male) 
 
 ‘/ ĨŝŶĚ ŝƚ ŚĂƌĚ ƚŽ ƐĂǇ ƐŽŵĞƚŚŝŶŐ ŝƐ ĂĐĐĞƉƚĂďůĞ ǁŚĞŶ / ĨĞĞů
ƵŶĐŽŵĨŽƌƚĂďůĞǁŝƚŚƚŚĞŝĚĞĂŽĨŝƚ ? ?SW - female) 
COLLECTIVE MAINTENANCE OF BOUNDARIES 
Staff frequently referred to the importance of establishing a unified set of 
rules in maintaining the institutional and organisational expectations of both 
staff roles and patient boundaries. In identifying, establishing and enforcing 
ƐƵĐŚ ƌƵůĞƐ ? ƚŚŽƐĞ ƉĂƚŝĞŶƚƐ ǁŚŽ ĨĂŝů ƚŽ ĐŽŶĨŽƌŵ ǁĞƌĞ ĐŽŶƐŝĚĞƌĞĚ  ‘ƉƵƐŚŝŶŐ
ďŽƵŶĚĂƌŝĞƐ ?ĂŶĚ ‘ĚŝƐƌƵƉƚŝŶŐ ŽƌŐĂŶŝƐĂƚŝŽŶƌŽƵƚŝŶĞƐ ? P 
 
 ‘dŚĞƌĞ ?Ɛ ƚŚŝƐ ƉŚƌĂƐĞ  ‘ƉƵƐŚŝŶŐ ďŽƵŶĚĂƌŝĞƐ ? ? ŝƚ ?Ɛ ĂĚŝĨĨŝĐƵůƚ ďĂůĂŶĐĞ
ƐŽŵĞƚŝŵĞƐ ďĞƚǁĞĞŶ Ă ƉĂƚŝĞŶƚ ĚŽŝŶŐ ƐŽŵĞƚŚŝŶŐ ƚŚĂƚ ƚŚĞǇ ĐĂŶ ?ƚ
help and I think, sometimes, when they do things that are outside 
of the rules, the assumption is that ƚŚĞǇ ?ƌĞ ďĞŝŶŐ ďĂĚ ŶŽƚ
ŶĞĐĞƐƐĂƌŝůǇƚŚĂƚƚŚĞǇ ?ƌĞŵĞŶƚĂůůǇŝůůŽƌŚĂǀĞWd^ ?RC - female) 
 
 ‘/ƚ ?ƐĂůƌŝŐŚƚ ?ŽŶĐĞĞǀĞƌǇďŽĚǇŬŶŽǁƐǁŚĂƚƚŚĞǇ ?ƌĞĚŽŝŶŐĂŶĚǁĞ ?ƌĞ
ĂůůƐŝŶŐŝŶŐĨƌŽŵƚŚĞƐĂŵĞŚǇŵŶƐŚĞĞƚ ? ?NA - male) 
 
 ‘/ƚ ?ƐƚƌǇŝŶŐƚŽƚĞĂĐŚƉĂƚŝĞŶƚƐ ?ƐŽŵĞŽĨƚŚĞŵŶĞĞĚhelp on basic life 
ƐŬŝůůƐ ƌĞĂůůǇ ? ƐŽ ŝƚ ?Ɛ ŐĞƚƚŝŶŐ ƚŚĂƚ ƐƚƌƵĐƚƵƌĞ ĂŶĚ ƌŽƵƚŝŶĞ ŝŶ ? ? ? ƚŚĞ
ƐƚƌƵĐƚƵƌĞĂŶĚƚŚĞďŽƵŶĚĂƌŝĞƐƚŚĂƚǁĞŚĂǀĞ ? ?NA - male) 
 
 ‘/ ƚŚŝŶŬ ǇŽƵ ĚŽ ŶĞĞĚ ǁĂƌĚƐ ƚŚĂƚ ŚĂǀĞ Ĩŝƌŵ ďŽƵŶĚĂƌŝĞƐ ĂŶĚ
structure because some patients have never had boundaries or 
ƐƚƌƵĐƚƵƌĞŝŶƚŚĞŝƌůŝǀĞƐ ?ƐŽƚŚĞǇĚŽŶ ?ƚŬŶŽǁǁŚĞƌĞƚŚĞďŽƵŶĚĂƌǇŝƐ
ŽƌƚŚĞǇĚŽŶ ?ƚŬŶŽǁǁŚĂƚƚŚĞǇĐĂŶĚŽ ?ŚŽǁĨĂƌƚŚĞǇĐĂŶŐŽďƵƚŝĨ
you put that in them when they first come into the hospital, then 
ŝƚ ?ƐƐŽƌƚŽĨƐĞƚŝŶƚŚĞŵ ? ?NA - male) 
 
 ‘/think wards with structure do work better... I think the patients 
ƌĞƐƉŽŶĚ ďĞƚƚĞƌ ďĞĐĂƵƐĞ ƚŚĞǇ ĚŽŶ ?ƚ ƚƌǇ ĂŶĚ ƉƵƐŚ ďŽƵŶĚĂƌŝĞƐ ĂƐ
ŵƵĐŚďĞĐĂƵƐĞƚŚĞǇŬŶŽǁǁŚĂƚƚŚĞďŽƵŶĚĂƌŝĞƐĂƌĞ ?ƐŽƚŚĞǇ ?ƌĞŶŽƚ
ŐĞƚƚŝŶŐŝŶƚŽƚƌŽƵďůĞĂƐŵƵĐŚ ? ?NA - male) 
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 ‘tŚĞƌĞ ƚŚĞǇĚŽŶ ?ƚŚĂǀĞ ƚhe routine and the boundaries and the 
ƐƚƌƵĐƚƵƌĞ ? ƚŚĞǇ ?ƌĞ ĐĂƵƐŝŶŐĐŚĂŽƐ ? ƐŽ / ƚŚŝŶŬ ŝƚĚŽĞƐǁŽƌŬǁĞůů ĨŽƌ
ƉĂƚŝĞŶƚƐŝŶĂůůŚŽŶĞƐƚǇ ? ?NA - male) 
 
 ‘ŶĨŽƌĐŝŶŐ ďŽƵŶĚĂƌŝĞƐ ? ƌƵůĞƐ ĂďŽƵƚ ƚŚŝŶŐƐ ? ƚŚŝŶŐƐ ƚŽ ĚŽ ǁŝƚŚ ƚŚĞ
dining room like counting the cutlery, patients have to stay put 
ǁŚŝůĞ ƚŚĂƚ ?Ɛ ďĞŝŶŐĚŽŶĞ ? ƐŽ ƚŚĞƌĞ ?Ɛ ůŽƚƐŽĨ ƚŚŝŶŐƐůŝŬĞ ƚŚĂƚĂďŽƵƚ
ǁĂƌĚƌŽƵƚŝŶĞ ?ǁŚĞƌĞŝƚ ?ƐĂďŝƚŵŝůŝƚĂƌǇŝĨǇŽƵůŝŬĞ ? ?RC - female) 
 
 ‘tĞŵĂŶĂŐĞďǇŚĂǀŝŶŐďŽƵŶĚĂƌŝĞƐ ?ǁĂƌĚƉŽůŝĐŝĞƐ ?ĂŶĚƚƌǇƚŽƐƚŝĐŬ
to them, if we have any movement around ƚŚŽƐĞ ? ƚŚĂƚ ?Ɛ ǁŚĞŶ
ƚŚĞƌĞ ?Ɛ ƐŽŵĞ ŝƐƐƵĞƐ ƚŚĂƚ ŚĂǀĞ ĂƌŽƐĞ ? ǁŚĞƌĞ ƉĂƚŝĞŶƚƐ ƚŚŝŶŬ ƚŚĂƚ
ŽŶĞ ?ƐŐĞƚƚŝŶŐŵŽƌĞƚŚĂŶĂŶŽƚŚĞƌ ?ƚŚĂƚĐĂŶĐŽŵĞŝŶƚŽƉůĂǇ ?ďƵƚǁĞ
try and stick as a unified front really, we all sing from the same 
ŚǇŵŶƐŚĞĞƚ ? ?SN - male) 
INDIVIDUAL MAINTENANCE OF BOUNDARIES 
While staff are required to accommodate the institution through the 
enforcement of organisational rules and professional boundaries, individual 
levels of tolerance and acceptability are also described. Differences in staff 
personalities, ways of working and the ways in which staff identified with their 
roles were identified as influencing ward atmosphere on a day to day basis. 
While ward boundaries were seen as the enforcement of organisational rules, 
individual boundaries were in contrast viewed as arising from individual staff 
levels of acceptability. These were often referred to through the language of 
attitudes, culture, boundaries and tolerance: 
 
 ‘/ŵĞĂŶǇŽƵ ?ůůŚĂǀĞĚŝĨĨĞƌĞŶĐĞŝŶŽƉŝŶŝŽŶƐ ?ĂůůƐƚĂĨĨ ƌĞĚŝĨĨĞƌĞŶƚ ? ? ?
staff have differĞŶƚ ǀŝĞǁƐ ĚŽŶ ?ƚ ƚŚĞǇ ? ƐĂŵĞ ĂƐ ĂŶǇďŽĚǇ ? ƐŽ
ƐŽŵĞƚŝŵĞƐǇŽƵ ?ůůŐĞƚĐŽŶĨůŝĐƚŝŶŐŽƉŝŶŝŽŶƐ ? ?NA - male) 
 
 ‘'ĞŶĞƌĂůůǇ ǁĞ ?ƌĞ Ăůů ƚŚĞ ƐĂŵĞ ďƵƚ ŽďǀŝŽƵƐůǇ ƚŚĞƌĞ ĂƌĞ ƐůŝŐŚƚ
differences in the ways people work... some people are more 
hard-ůŝŶĞ ?ƐŽŵĞƉĞŽƉůĞĂƌĞŵŽƌĞ ?ŚĂƌĚ-line - /ĚŽŶ ?ƚŵĞĂŶƚŚĂƚŝŶ
a bad way (laughs), hard-ůŝŶĞ ?ĂŶĚƐŽŵĞƉĞŽƉůĞĂƌĞŵŽƌĞ ?ǁŚĂƚ ?Ɛ
ƚŚĞ ǁŽƌĚ ? ŵŽƌĞ ? / ĚŽŶ ?ƚŬŶŽǁ ? ƚŚĞǇĐŽƵůĚ ďĞ ŵŽƌĞ ƚŚĞƌĂƉ ƵƚŝĐ /
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ŐƵĞƐƐ ƚŚĂŶ ŽƚŚĞƌƐ ? ? ? ƚŚĂƚ ?ůůďĞ ƚŚĞ ƐĂŵĞ ŽŶĞǀĞƌǇ ǁĂƌĚ ? ŝŶĞǀĞƌǇ
ŚŽƐƉŝƚĂů ?ĂůůŽǀĞƌƚŚĞĐŽƵŶƚƌǇ ?ŝƚ ?ƐĂĐŽŵŵŽŶƉƌŽďůĞŵ ? ?NA - male) 
 ‘ŝĨĨĞƌĞŶƚƐƚĂĨĨƌĞĂĐƚƚŽƚŚŝŶŐƐĚŝĨĨĞƌĞŶƚůǇ ?ĂŶĚƚŚĞŵĂŶĂŐĞŵĞŶƚ ?
they make you work differently as well, like how the wards are 
ƌƵŶ ? ?NA - male) 
 
 ‘/ ƚŚŝŶŬ ŝƚ ŝƐ Ăůů ĂďŽƵƚ ǁŚŽĞǀĞƌ ŝƐ ƉƌĞƐĞŶƚ Ăƚ ƚŚĞƚŝŵĞ ĂŶĚ ƚŚĞŝƌ
interpretation, you know, different people are going to interpret 
ĚŝĨĨĞƌĞŶƚ ƐŝƚƵĂƚŝŽŶƐ ĚŝĨĨĞƌĞŶƚůǇ ? ĂŶĚ ǁĞ Ăůů ŚĂǀĞ ?ůŝŬĞ / ?ǀĞ ƐĂŝĚ
ĞĂƌůŝĞƌ ?ĂŶĂĐĐĞƉƚĞĚůĞǀĞů ? ?SN - male) 
 
 ‘/ƚŚŝŶŬƐŽŵĞƚŝŵĞƐŝƚ ?ƐĚŽǁŶƚŽƉĞƌƐŽŶĂůŝƚŝĞƐ ?ƚŚĞǁĂƌĚƌƵŶƐďĞƚƚĞƌ
with a good mix of personaůŝƚŝĞƐ ĂŶĚ ƐŽŵĞƚŝŵĞƐ ƚŚĞƌĞ ?Ɛ
ŝŶĚŝǀŝĚƵĂůƐ ĂŶĚ ƉĞƌƐŽŶĂůŝƚŝĞƐ ĂŶĚ ƚŚĞŝƌ ƉĞƌƐŽŶĂůŝƚŝĞƐ ĚŽŶ ?ƚ ŵŝǆ
ǁĞůůŽŶƚŚĞǁĂƌĚ ? ? ?ǇŽƵ ?ƌĞŶŽƚŐŽŝŶŐƚŽŐĞƚŽŶǁŝƚŚĞǀĞƌǇďŽĚǇďƵƚ
ǇŽƵǁŝůůĞǆƉĞĐƚƚŚĞŵƚŽĚŽƚŚĞŝƌũŽďĂƐĞĨĨŝĐŝĞŶƚůǇĂƐƉŽƐƐŝďůĞ ? ?SN - 
male) 
 
 ‘^ŽŵĞ ƉĞŽƉůĞ ĂƌĞ Ɖƌobably a little bit more taken with the 
application of rules and regulations whereas some people are 
maybe more therapeutic in how they go about their nursing 
ĚƵƚŝĞƐ ? ?TL-male) 
 
 ‘/ ƚŚŝŶŬ ǇŽƵ ?ǀĞ ŐŽƚ Ă ƐŽƌƚ ŽĨ ĐŽŶƚŝŶƵƵŵ ĞǆƉƌĞƐƐŝŶŐ ƚŚĞ ƚǁŽ
extremes that there are some staff who are very custodially 
orientated and can be quite negative about the patients - the 
kind of patients we get here and almost punitive towards them, 
ƐŽ ƚŚĞǇ ?ƌĞŚĞƌĞ ƚŽďĞ ƚŽůĚǁŚĂƚ ƚŽĚŽĂŶĚ ƚŚĞƌĞ ?Ɛ ƚŚĂƚĞŶĚ ?ĂŶĚ
can sometimes be quite aggressive and unsympathetic, and then 
ƚŚĞƌĞ ?Ɛ ƚŚĞ ŽƚŚĞƌ ĞǆƚƌĞŵĞ ǁŚŝĐŚ ŝƐ ƚŚĞ ŵŽƌĞ ƚŚĞƌĂƉĞƵƚŝĐ ? ǁŚŝĐŚ
ŚĂƐƚŽďĞďĂůĂŶĐĞĚ ? ?RC - female) 
 
Not only were differences between organisational and individual boundaries 
identified, but staff also highlighted differences in boundaries and tolerance 
towards individual patients: 
 
 ‘/ ƚŚŝŶŬ ƚŚĞƌĞ ?Ɛ ĂůǁĂǇƐ ŐŽŝŶŐ ƚŽ ďĞ ƚŚĂƚ ƚŚŝŶŐ ? / ƚŚŝŶŬ ƚŚĞƌĞ ?Ɛ
always going to be patients that we dislike. Where people are 
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ůĞƐƐ ĂďůĞ ƚŽ ƚŽůĞƌĂƚĞ Śŝŵ ? ƚŚĞǇ ŵĂǇ ƌĞĂĐƚ ŵŽƌĞ ƋƵŝĐŬůǇ ?
(Psychologist - female) 
 
 ‘tŝƚŚ ƚŚĞ ďĞƐƚ ǁŝůů ŝŶ ƚŚĞ ǁŽƌůĚ ? ĐĞƌƚĂŝŶ ƐƚĂŶĚĂƌĚƐ ŽĨ  ?ƉĂƚŝĞŶƚ ?
ĐŽŶĚƵĐƚ ĂƌĞ ĂĐĐĞƉƚĂďůĞ ĂŶĚ ĐĞƌƚĂŝŶ ƐƚĂŶĚĂƌĚƐ ĂƌĞŶ ?ƚ ? ƐŽ / ƚŚŝŶŬ
ƚŚĞƌĞ ?ƐƐŽŵĞƚŚŝŶŐĂďŽƵƚďŽƵŶĚĂƌŝĞƐǁŚĞŶƉĂƚŝĞŶƚƐĐŽŵĞŝŶ ? ?RC - 
male) 
 
 ‘dŚĞƌĞ ŚĂƐ ƚŽďĞ ĂďĂůĂŶĐĞ ŽďǀŝŽusly, making sure that patients 
keep the boundaries and they tend to be perhaps more strictly 
managed but again I think there is a loss because I think the 
ĞŵƉŚĂƐŝƐĐĂŶƚŽŽŽĨƚĞŶďĞŽŶƐĞĐƵƌŝƚǇƌĂƚŚĞƌƚŚĂŶƚŚĞƌĂƉǇ ? ?RC - 
female) 
 
 ‘/ ƚŚŝŶŬ ƚŚĞ ĐŚĂůůĞŶŐĞƐ Ăƌe how a restrictive environment still 
allows people to progress within those restrictions and to get the 
line right between putting boundaries in to keep people safe but 
then not becoming oppressive. So I think the challenge can mean 
the challenges that come from patients but can also mean the 
ĐŚĂůůĞŶŐĞƐ ƚŚĂƚ ĐŽŵĞ ĨƌŽŵ ƚŚĞ ƉŚŝůŽƐŽƉŚǇ ŽĨ ƚŚĞ ĞŶǀŝƌŽŶŵĞŶƚ ?
(SW - female) 
 
 ‘^ŽŵĞ ŽĨ ƚŚĞ ƐƚĂĨĨ / ƚŚŝŶŬ ŵŝŐŚƚ ƌĞĂĐƚ ŵŽƌĞ ƌŝƐŬ ĂǀĞƌƐĞůǇ ?
(Psychologist - female) 
RITUALS AND ROUTINES 
In managing and coping with both personal and professional values, staff 
regularly refer to individual rituals that they undertake in preparing 
themselves for working within the high secure hospital organisation. The 
routines and rituals that staff identify are seemingly associated with varying 
degrees of detachment such as to remove or separate themselves from the 
patients that they work with, the crimes they have committed and  the 
personal judgements that staff hold in relation to each of these: 
 
 ‘/ƚ ?ƐĂŶŽƚŚĞƌŚĂƚƚŚĂƚ/ ?ǀĞŐŽƚŽŶ ?ƚŚĂƚ/Śave to wear when I come 
to work so I can put all my morals, or most of my morals and 
beliefs to one side and in a box because I have to put my work hat 
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on, which means that I have to deal with these patients and I 
know that patients come to Rampton because ƚŚĞǇ ?ǀĞ ĚŽŶĞ
ŚŽƌƌĞŶĚŽƵƐŽĨĨĞŶĐĞƐ ? ?SN - male) 
 
 ‘zŽƵůĞĂƌŶƚŽĚĞĂůǁŝƚŚƐŝƚƵĂƚŝŽŶƐĂŶĚŶŽƚůĞƚƚŚĞŵĂĨĨĞĐƚǇŽƵ ? ? ?ŝĨ
ĂƉĂƚŝĞŶƚĚŝĞĚ ŝŶ ŚŽƐƉŝƚĂů ? / ?ǀĞŐŽƚŶŽ ůŽǀĞ ? ĨĞĞůŝŶŐƐ ŽƌĞŵŽƚŝŽŶƐ
ĨŽƌƚŚĂƚƉĞƌƐŽŶ ?ƐŽŝƚ ?ƐĞĂƐŝĞƌĨŽƌŵĞƚŽĚŽĂůůƚŚŽƐĞƚŚŝŶŐƐ ?  ?SN - 
male) 
 
 ‘zŽƵŚĂǀĞƚŽƉƵƚĂůůƚŚĂƚƐŽƌƚŽĨƐƚƵĨĨŝŶĂďŽǆ ?/ ?ŵŶŽƚƐĂǇŝŶŐŝƚ ?Ɛ
ĞĂƐǇŽƌƚŚĂƚ ŝƚĚŽĞƐŶ ?ƚĂĨĨĞĐƚǇŽƵŽƌĂŶǇƚŚŝŶŐ ? ? ? ŝƚ ŝƐŚĂƌĚ ? /ƚŚŝŶŬ
you just have to be aware of it and try and manage it to the best 
of your capabilities whether it be through supported supervision 
ŽƌǇŽƵŬŶŽǁ ?ŝƚ ?ƐŶŽƚĞĂƐǇ ? ?SN - male) 
 
 ‘^ŽŵĞŽĨƚŚĞŵŚĂǀĞĚŽŶĞƌĞĂůůǇŶĂƐƚǇƚŚŝŶŐƐďƵƚĂůƐŽ ?ƚŽĂĐƚƵĂůůǇ
manage those patients, if you think about those things too much, 
ǇŽƵ ǁŝůů ƉƵƚ ďĂƌƌŝĞƌƐ ďĞƚǁĞĞŶ ǇŽƵƌƐĞůǀĞƐ ĂŶĚ ƚŚĞ ƉĂƚŝĞŶƚ ǇŽƵ ?ƌĞ
tƌǇŝŶŐ ƚŽ ůŽŽŬ ĂĨƚĞƌ ? ďƵƚ / ?ŵ ŶŽƚ ƐĂǇŝŶŐ ǇŽƵ ĨŽƌŐĞƚĂďŽƵƚ ŝƚ
ďĞĐĂƵƐĞ ƚŚĞŶǇŽƵ ?ƌĞ ĨŽƌŐĞƚƚŝŶŐĂďŽƵƚ ƚŚĞŝƌ ƌŝƐŬƐĂŶĚƚŚĞ ƌŝƐŬƐ ƚŽ
ǇŽƵƌƐĞůĨ ĂŶĚ ĞǀĞƌǇďŽĚǇ ĞůƐĞ ďƵƚ ǇŽƵ ?ǀĞ ŐŽƚ ƚŽ ƉƵƚ ĞǀĞƌǇƚŚŝŶŐ ŝŶ
ĐŽŶƚĞǆƚ ? ?SN - male) 
 
 ‘zŽƵĐŽŵĞŝŶƚŽǁŽƌŬĞǀĞƌǇĚĂǇŬŶŽǁŝŶŐƚŚĂƚƚŚĞƌĞ ?ƐĂĐŚĂŶĐĞǇŽƵ
might be assaulted or that you might have to restrain a patient... 
ǇŽƵĚŽŶ ?ƚŐĞƚƚŽZĂŵƉƚŽŶŚŽƐƉŝƚĂůĂƐĂƉƐǇĐŚŝĂƚƌŝĐƉĂƚŝĞŶƚƌĞĂůůǇ
without having been violent and aggressive in some way or form, 
so with regards to violence and aggressŝŽŶ ?ǁĞ ?ƌĞĂůǁĂǇƐĂǁĂƌĞ
ƚŚĂƚƚŚĞƌĞ ?ƐĂƉŽƐƐŝďŝůŝƚǇŽĨƚŚĂƚ ? ?NA - male) 
 
Staff identify the use of routines and rituals as being associated with the 
enforcement of rules, boundaries and ward philosophies. Through 
establishing such routines and ways of working, staff appear to not only 
detach themselves to a degree but to mechanise their work such as to 
prevent their personal emotions from interfering with the work required of 
them by their profession and the organisation in which they work: 
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 ‘tĞũƵƐƚĐŽŵĞŽŶƚŚĞǁĂƌĚǁŝƚŚƚŚĞĚĂǇƚŽĚĂǇƌŽƵƚŝŶĞƐ ?ŝƚ ?ƐďĞĞŶ
the same for the last six years, and we stick to the job for the day 
ĂŶĚƚŚĂƚ ?ƐŝƚƌĞĂůůǇ ? ?NA - male) 
 
 ‘ůŽƚŽĨƚŚĞƉĂƚŝĞŶƚŐƌŽƵƉĨƌŽŵƚŚĞŝŶƚĞŶƐŝǀĞĐĂƌĞƐĞƚƚŝŶŐĂĐƚƵĂůůǇ
liked it I found, because they had a structure, because they knew 
ǁŚĞŶ ƚŚĞǇǁĞƌĞ ŐĞƚƚŝŶŐƵƉ ?ǁŚĂƚ ƚŚĞǇ ?ĚďĞ ĚŽŝŶŐ ? ƚŚĞǇ ǁĞƌĞŶ ?ƚ
ũƵƐƚůĞĨƚƚŽƐŝƚŝŶƚŚĞĚĂǇƌŽŽŵĂůůĚĂǇ ? ?SN - male) 
 
 ‘/ƚ ?ƐƋƵŝƚĞƐƚƌƵĐƚƵƌĞĚŝŶƚŚĞǁĂǇƚŚĂƚǁĞĂƉƉƌŽĂĐŚŝƚ ? ? ?ŝƚŬĞĞƉǇŽƵ
ƋƵŝƚĞďƵƐǇ ?ƚŚĂƚ ?ƐǁŚǇ/ůŝŬĞŝƚƌĞĂůůǇ ? ?NA - male) 
 
 ‘/ĞŶũŽǇ ŝƚ ƚŽďĞ ŚŽŶĞƐƚǁŝƚŚǇŽƵ ? ŝƚ ?Ɛ ĂůǁĂǇƐ ďƵƐǇ ? ƐŽ / ƚŚŝŶŬ ŝƚ ?Ɛ
gƌĞĂƚŽŶŚĞƌĞ ?ŬĞĞƉƐǇŽƵďƵƐǇ ? ?NA - male) 
 
 ‘/ƵƐƵĂůůǇ ǀŽůƵŶƚĞĞƌ ƚŽĚŽ ũŽďƐ ? /ŵĞĂŶ ŝƚ ŬĞĞƉƐ ǇŽƵŽƵƚŽĨ ƚŚĞ
way, it keeps you busy so, making drinks all day, keeps you 
ŽĐĐƵƉŝĞĚ ?ŝŶƐƚĞĂĚŽĨ ?/ĚŽŶ ?ƚůŝŬĞƐŝƚƚŝŶŐŝŶƚŚĞĚĂǇƌŽŽŵĂůůĚĂǇ ?ŝƚ
gets a bit ďŽƌŝŶŐ ? ?NA - male) 
 
 ‘/ ůŝŬĞ ƚŚĞ ƐƚƌƵĐƚƵƌĞŽĨ ƚŚĞ ǁĂƌĚ ? ? ? ŝƚŐĞƚƐ ƚŚĞŵ  ?ƉĂƚŝĞŶƚƐ ?ŽĨĨ ƚŚĞ
ǁĂƌĚ ? ŐŝǀĞƐ ƚŚĞŵ ƚŚŝŶŐƐ ƚŽ ĚŽ ? ? ? / ƚŚŝŶŬ ŝƚ ?Ɛ Ă ŐŽŽĚƌĞŐŝŵĞ ƚŚĂƚ
ƚŚĞǇ ?ǀĞŐŽƚƚŚŝŶŐƐƚŽĚŽ ? ?NA - male) 
 
 ‘/ƚ ũƵƐƚ ƐĞĞŵƐ ƚŽ ďĞ Ă ůŽƚ ŵŽƌĞ ƐƚƌƵĐƚƵƌĞĚ ƚŚĂŶ ƚŚĞ ŽƚŚĞƌ ǁĂƌĚs 
/ ?ǀĞǁŽƌŬĞĚŽŶ ?ƐŽ/ĞŶũŽǇƚŚĂƚ ? ?NA - male) 
 
 ‘ ŐŽŽĚ ďŝƚ ŽĨ ƚŚĞ ǁĂƌĚ ŝƐ ƚŚĞ ƐƚƌƵĐƚƵƌĞ ? ŐĞƚƚŝŶŐ ƵƉ ? ĞǀĞƌǇŽŶĞ
showered, we have a routine, we do a lot of activities together, 
ƚŚĂƚ ?ƐƌĞĂůůǇƉŽƐŝƚŝǀĞ ? ?SN - female) 
 
Although the rituals that individual staff employ are seemingly unique, there 
ǁĂƐ Ă ŶŽƚĂďůĞ ĐŽůůĞĐƚŝǀĞ ĂŶĚ ƐŽŵĞǁŚĂƚ ŝĚŝŽƐǇŶĐƌĂƚŝĐ ůĂŶŐƵĂŐĞ ŽĨ  ‘ƐǁŝƚĐŚŝŶŐ
ŽŶ ? ĂŶĚ  ‘ƐǁŝƚĐŚŝŶŐ ŽĨĨ ? ƵƐĞĚ ƚŽ ĚĞƐĐƌŝďĞ Ă ŚĞŝŐŚƚĞŶĞĚ ĚĞŐƌĞĞ ŽĨ ĂǁĂƌĞŶĞƐƐ ?
alertness and modes of dealing with incidents and crises situations. While 
individual differences have been identified amongst staff, a collective 
organisational identity is therefore also very much apparent: 
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 ‘ƐƐŽŽŶĂƐƚŚĞǇŶĞĞĚƚŽďĞƐǁŝƚĐŚĞĚŽŶ ?ƚŚĞǇĚŽƐŽ ?ŝƚ ?ƐũƵƐƚůŝŬĞ
ůŝƚĞƌĂůůǇĨůŝĐŬŝŶŐĂƐǁŝƚĐŚ ? ?SN - male) 
 
 ‘zŽƵ ?ǀĞŐŽƚƚŽďĞƐǁŝƚĐŚĞĚŽŶǁŝƚŚǁŚĂƚǇŽƵ ?ƌĞĚŽŝŶŐ ? ?NA - male) 
 ‘ĐŽŶƐƚĂŶƚƐƚĂƚĞŽĨ ?ǇŽƵŬŶŽǁ ?ůŝŬĞ ?ũƵƐƚŚĂǀŝŶŐƚŽďĞƉƌĞƉĂƌĞĚƚŽ
whatever, which we tend to have on a daily basis anyway 
ďĞĐĂƵƐĞŽĨƚŚĞƚǇƉĞƐŽĨƉĂƚŝĞŶƚƐǁĞǁŽƌŬǁŝƚŚ ? ?SN - female) 
 
 ‘zŽƵ ?ƌĞ ƚƌĂŝŶĞĚ ? ǇŽƵ ?ƌĞ ŵŝŶĚ ŐĞƚƐ ƚƌĂŝŶĞĚ ŽŶ ŝƚ ? ǇŽƵ ƐŽƌƚ ŽĨ
ĂŶƚŝĐŝƉĂƚĞ ǁŚĞŶ ƐŽŵĞƚŚŝŶŐ ?Ɛ ŐŽŝŶŐ ƚŽ ŬŝĐŬ ŽĨĨ ĂŶĚ ǇŽƵ ?ƌĞ ũƵƐƚ
trained to straightaway get in and just deal with it as quickly and 
efficiently as you can... you do get sort of trained and switched on 
ƚŽĚŽŝƚ ? ?NA - male) 
 
 ‘/ĂůǁĂǇƐĐŽŵĞŝŶƚŽǁŽƌŬĂŶĚ/ĂůǁĂǇƐƚƌǇĂŶĚƐǁŝƚĐŚŽŶ ?ĂƐƐŽŽŶ
as you come through the fence, you switch on, because it has the 
ƉŽƚĞŶƚŝĂů ƚŽďĞ ĂǀĞƌǇ ǀŽůĂƚŝůĞ ƉůĂĐĞ ? ? ?ǇŽƵ ?ƌĞĂůĞƌƚ ? ǇŽƵ ?ƌĞ ƚŚĞƌĞ ?
why are they doing this for, constantly questioning things and 
ƐƚƵĨĨůŝŬĞƚŚĂƚ ?ƐŽƚŚĂƚ ?ƐǁŚĂƚ/ĚŽƚŽƚƌǇĂŶĚŬĞĞƉŵǇƐĞůĨƐĂĨĞ ?ŝƐ
ďĞŝŶŐĂůĞƌƚƚŽǁŚĂƚĐĂŶŐŽŽŶ ? ?NA - male) 
 
Throughout this section, the background influences to working within a very 
public institution;  accompanying criticisms, vulnerabilities and commitments 
have been explored, along with the everyday realities of working within a high 
secure hospital; the priorities of security, obligations to conform to 
organisational expectations and maintenance of boundaries. These themes 
provide the backdrop to the conditions in which staff are expected to work, 
whilst the following section will explore how staff are expected to manage and 
maintain the security provisions set out within the high secure environment 
through the use of coercive measures.  
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PART 2: d, ‘/DD/d ?WZK>OGUE 
From the interviews, it was apparent that staff found it difficult to identify any 
specific precursors to the use of coercive measures. What staff recognised 
instead, was the uniqueness and individuality of all incidents they had been 
involved in. Staff frequently expressed that coercive measures were only used 
as a last resort or when they felt they were left with no other option. A 
combination of both staff and patient factors however, contribute towards 
such decisions being made and such actions being employed, each of which 
will be discussed in the following. 
NO TWO SITUATIONS ARE EVER THE SAME 
Despite staff training, highly structured organisational rules, regulations, 
policies and procedures, staff describe their experiences of responding to 
incidents as each being different and unique: 
 
 ‘EŽƚǁŽƌĞƐƚƌĂŝŶƚƐĂƌĞƚŚĞƐĂŵĞ ? ?SN - male) 
 
 ‘ĂĐŚ ŽŶĞ ?Ɛ ĚŝĨĨĞƌĞŶƚ ? ĞĂĐŚ ŽŶĞ ?Ɛ ĚŝĨĨĞƌĞŶƚ ďĞĐĂƵƐĞƚŚ ƌĞ ĂƌĞ
maybe lots of antecedents that have worked up to that incident... 
every incident and every reaction involves staff that are different 
ŽƌƉĂƚŝĞŶƚƐƚŚĂƚĂƌĞĚŝĨĨĞƌĞŶƚ ? ?NA - male) 
 
 ‘ǀĞƌǇƌĞƐƚƌĂŝŶƚ ĨƌŽŵƐƚĂƌƚ ƚŽĨŝŶŝƐŚĐĂŶǀĂƌǇƐŽŵƵĐŚĚĞƉĞŶĚŝŶŐ
ŽŶ ƚŚĞ ƉĂƚŝĞŶƚ ?Ɛ ďĞŚĂǀŝŽƵƌ ĂŶĚ ŚŽǁ ĐŽŽƉĞƌĂƚŝǀĞ ƚŚĞǇ ĂƌĞ ?  ?E-
RB) 
 
 ‘dŚĞǇƚĞŶĚƚŽǀĂƌǇ ?ĂůůƚŚĞŽŶĞƐƚŚĂƚ/ ?ǀĞďĞĞŶŝŶǀŽůǀĞĚǁŝƚŚŚĞƌĞ
ŚĂǀĞĂůůďĞĞŶǀĞƌǇĚŝĨĨĞƌĞŶƚ ? ? ?ŝƚƌĞĂůůǇĚŽĞƐĚĞƉĞŶĚŽŶǁŚŽǇŽƵ ?ƌĞ
ĚĞĂůŝŶŐǁŝƚŚ ? ?TL-male) 
 
 ‘/ƚ ?Ɛ ũƵƐƚŽŶĞ ŽĨ ƚŚŽƐĞ ƚŚŝŶŐƐ ƚŚĂƚǇŽƵŚĂǀĞ ƚŽĚĞĂůǁŝƚŚǁŚĞŶ ŝƚ
ŚĂƉƉĞŶƐ ?ŝƚ ?ƐŶĞǀĞƌƚŚĞƐĂŵĞ ? (NA - male) 
 
 ‘ǀĞƌǇƚŚŝŶŐ ?ƐĚŝĨĨĞƌĞŶƚ ?ŝƚŶĞǀĞƌŚĂƉƉĞŶƐƚŚĞƐĂŵĞ ? ?NA - male) 
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 ‘/ƚĚĞƉĞŶĚƐ ?ŝƚũƵƐƚƚŽƚĂůůǇĚĞƉĞŶĚƐŽŶǁŚĂƚƚŚĞŝŶĐŝĚĞŶĐĞŝƐ ?ƚŚĞƌĞ
ŝƐŶ ?ƚŽŶĞŵĂŶĂŐĞŵĞŶƚƉůĂŶ ?ƚŚĞǇ ?ƌĞĂůůĚŝĨĨĞƌĞŶƚ ? ?SN - male) 
 
 ‘EŽƚǁŽƐĞĐůƵƐŝŽŶƐĂƌĞƚŚĞƐĂŵĞ ? no two patients getting out are 
ƚŚĞƐĂŵĞ ? ?NA - male) 
 ‘ǀĞƌǇŝŶĐŝĚĞŶƚĂŶĚĞǀĞƌǇƌĞĂĐƚŝŽŶŝŶǀŽůǀĞƐƐƚĂĨĨƚŚĂƚĂƌĞĚŝĨĨĞƌĞŶƚ
or patients that are different, so they are judged from it on an 
ŝŶĚŝǀŝĚƵĂů ? ?NA - male) 
 
 ‘ǀĞƌǇƐŝƚƵĂƚŝŽŶ ?ƐĚŝĨĨĞƌĞŶƚ ? ?SN - male) 
 ‘EKKd,ZKWd/KE ?
Staff spoke of coercive measures as being as used as a last resort, when 
feeling as though they were left with no other option: 
 
 ‘dŚĞǇ ?ƌĞĂůĂƐƚŽƉƚŝŽŶ ?ŝƚ ?ƐƐŽŵĞƚŚŝŶŐƚŚĂƚǇŽƵ ?ƌĞŐŽŝŶŐ ƚŽĂǀŽŝĚŝĨ
ǇŽƵĐĂŶŚĞůƉŝƚďĞĐĂƵƐĞŝƚ ?ƐŶŽƚŐŽŽĚĨor patient is it, you know, it 
ĐĂŶ ?ƚďĞŐŽŽĚĨŽƌĂŶǇďŽĚǇ ?ƐŵĞŶƚĂůƐƚĂƚĞ ?ǇŽƵŬŶŽǁ ?ǁĞ ?ƌĞƚƌǇŝŶŐ
ƚŽ ŚĞůƉ ƚŚĞŵ ŐĞƚ ďĞƚƚĞƌ ? ŝƚ ĐĂŶ ?ƚ ďĞ ŐŽŽĚ ĨŽƌ ĂŶǇďŽĚǇ ?Ɛ ŵĞŶƚĂů
ƐƚĂƚĞ ? ?NA - male) 
 
 ‘^ĞĐůƵƐŝŽŶ ŝƐ ǀĞƌǇ ŵƵĐŚ ŝŶ ŵǇ ĞǆƉĞƌŝĞŶĐĞ ĚŽŶĞ ĂƐ Ă ůĂƐƚ ƌĞƐŽƌƚ ?
(TL-male) 
 
 ‘/ƚǁŽƵůĚďĞƵƐĞĚƚŽƉƌŽƚĞĐƚƚŚĞŵƐĞůǀĞƐŽƌŽƚŚĞƌƐĂƐĂůĂƐƚƌĞƐŽƌƚ ?
(SN - male) 
 
 ‘/ƚ ?ƐƚŚĞůĂƐƚƌĞƐŽƌƚ ?ŝƚ ?ƐŶŽƚƐŽŵĞƚŚŝŶŐǁĞƚĂŬĞůŝŐŚƚůǇ ? ?NA - male) 
 
 ‘Ɛ ĨĂƌ ĂƐ / ?ŵ ĐŽŶĐĞƌŶĞĚ ? ǇŽƵ ŬŶŽǁ ? ŽďǀŝŽƵƐůǇ ŶŽŶĞĨ ƵƐ ǁĂŶƚ
ƚŚĂƚ ƚŽ ŚĂƉƉĞŶ ? ŝƚ ?Ɛ Ă ůĂƐƚ ƌĞƐŽƌƚ ƐŽ ƚŽ ƐƉĞĂŬ ? ǇŽƵ ŬŶŽǁ ?  ?SN - 
male) 
 
 ‘/Ĩ ƚŚĞƌĞ ?Ɛ ŶŽƚŚŝŶŐ ǇŽƵ ĐĂŶ ĚŽ ƚŽ ĐĂůŵ ƚŚĞŵ ĚŽǁŶ Žƌ ƚĂůŬ ƚŚĞŵ
ĚŽǁŶŽƌĂŶǇƚŚŝŶŐůŝŬĞƚŚĂƚ ?ƚŚĞŶŝƚ ?ƐŐŽƚƚŽďĞĚŽŶĞ ? ?TL-male) 
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 ‘tĞ ƚƌǇĂŶĚĂǀŽŝĚ ŝƚĂƐ ďĞƐƚǁĞ ĐĂŶďƵƚ ƐŽŵĞƚŝŵĞƐ ǁĞ ŚĂǀĞ ŶŽ
ŽƉƚŝŽŶ ? ?NA - male) 
 
 ‘/ĨƐŽŵĞďŽĚǇ ?ƐĂƚƚĂĐŬŝŶŐƐŽŵĞďŽĚǇǇŽƵ ?ǀĞŐŽƚƚŽŝŶƚĞƌǀĞŶĞ ? ?NA - 
male) 
 ‘tĞĂƌĞĂŚŝŐŚƐĞĐƵƌĞŚŽƐƉŝƚĂů ?ǁĞĚŽŚĂǀĞƐŽŵĞǀĞƌǇĚŝƐƚƵƌďĞĚ
ƉĂƚŝĞŶƚƐŚĞƌĞĂŶĚǇŽƵŬŶŽǁ ?ƚŚĞǇĐĂŶďĞǀĞƌǇǀŝŽůĞŶƚ ?ƚŚĞƌĞ ?ƐŶŽ
way round it, they can be very very violent and if they are being 
violent we have to subdue that violence and the only way we can 
do that is to as quick as we can, get the patient to the floor to 
ƌĞƐƚƌĂŝŶ ?ǁŚŝĐŚǁĞ ?ƌĞƚĂƵŐŚƚŽŶDsĂŶĚƚŽŐĞƚƚŚĞŵĂǁĂǇĨƌŽŵ
ƚŚĞƉĂƚŝĞŶƚƉŽƉƵůĂƚŝŽŶƚŽŬĞĞƉĞǀĞƌǇŽŶĞƐĂĨĞ ? ?NA - male) 
 
 ‘^ŽŵĞƚŝŵĞƐ ? ƚŚĞƌĞ ?ƐŶŽŽƚŚĞƌĂůƚĞƌŶĂƚŝǀĞ ? ?NA - male) 
 
 ‘,ŽǁĞůƐĞĚŽǇŽƵĚĞĂůǁŝƚŚƐŽŵĞďŽĚǇǁŚŽǁĂŶƚƐƚŽƐƚĂŶĚƵƉŝŶ
the middle of the day room and fight everybody, you know, I 
ĚŽŶ ?ƚ ƌĞĂůůǇ ŬŶŽǁ ĂŶŽƚŚĞƌ ? / ĐĂŶ ?ƚ ƌĞĂůůǇ ƐĞĞ ĂŶŽƚŚĞƌ ŽƉƚŝŽŶ Ăƚ
ƚŚĂƚƚŝŵĞ ? ?NA - male) 
 
 ‘^Žmetimes he keeps constantly pushing and pushing and 
ƉƵƐŚŝŶŐĂŶĚƉƵƐŚŝŶŐĂŶĚůĞĂǀĞƐǇŽƵǁŝƚŚŶŽŽƉƚŝŽŶ ? ?NA - male) 
 
 ‘dŚĞǇĚŽŶ ?ƚůĞĂǀĞǇŽƵĂŶǇǁŚĞƌĞƚŽŐŽ ? ?TL-male) 
STAFF FACTORS 
The decisions made with regards whether or not, and indeed when, to 
intervene with the use of coercive measures seemingly stem from value 
judgements, dependent upon staff and patient factors. Staff identified 
individual staff personalities and individual levels of tolerance, understanding, 
acceptance and boundaries as all seemingly pointing towards subjective 
interpretations of incidents and decision making with regards to use of 
coercive interventions: 
 
 ‘/ƐƵƉƉŽƐĞǇŽƵĐĂŶŽŶůǇĞǀĞƌŐŽŽŶǇŽƵƌŽƉŝŶŝŽŶ ?ǇŽƵĐĂŶŶĞǀĞƌďĞ
ĐĞƌƚĂŝŶ ?ƐŽ/ĚŽŶ ?ƚƚŚŝŶŬǇŽƵĐĂŶĞǀĞƌďĞĂŚƵŶĚƌĞĚƉĞƌĐĞŶƚĐĞƌƚĂŝŶ
whether he wants to go to sleep, or normally the things he says 
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ďĞĨŽƌĞ ? ůŝŬĞ ŚĞ ŵŝŐŚƚ ƐĂǇ / ĐĂŶ ?ƚ ďĞ ďŽƚŚĞƌĞĚ ƚŽ ŐŽƚŽ ƚŚĞ gym 
ƚŽĚĂǇ ?ĂŶĚƚŚĞŶŚĂůĨĂŶŚŽƵƌůĂƚĞƌŚĞ ?ůůƐĂǇŚĞǁĂŶƚƐƚŽŐŽƚŽŚŝƐ
ƌŽŽŵ ?ƐŽŽďǀŝŽƵƐůǇŝƚ ?ƐĂĐĂůůĨŽƌƚŚĞƐƚĂĨĨŶƵƌƐĞƚŽŵĂŬĞ ?ǁŚĞƚŚĞƌ
ƚŽƵƐĞƐĞŐƌĞŐĂƚŝŽŶŽƌŶŽƚ ? ?E-RB) 
 ‘ŝĨĨĞƌĞŶƚƐƚĂĨĨƌĞĂĐƚƚŽƚŚŝŶŐƐĚŝĨĨĞƌĞŶƚůǇ ? ?NA - male) 
 
  ‘'ĞŶĞƌĂůůǇ ǁĞ ?ƌĞ Ăůůthe same but obviously there are slight 
differences in the ways that people work, so , as I say, some 
people are more hard-line, some people are more, hard-line, I 
ĚŽŶ ?ƚ ŵĞĂŶ ƚŚĂƚ ŝŶ Ă ďĂĚ ǁĂǇ  ?ůĂƵŐŚƐ ? ŚĂƌĚ-line, and some 
ƉĞŽƉůĞĂƌĞŵŽƌĞ ?ǁŚĂƚ ?ƐƚŚĞǁŽƌĚ ?ŵŽƌĞ ?/ĚŽŶ ?ƚŬŶŽǁ ?ƚŚĞǇĐŽƵůĚ
ďĞ ŵŽƌĞ ƚŚĞƌĂƉĞƵƚŝĐ / ŐƵĞƐƐ ƚŚĂŶ ŽƚŚĞƌƐ ? ďƵƚ / ǁŽƵůĚŶ ?ƚ ƐĂǇ
ƚŚĞƌĞ ?ƐƚŽŽŵƵĐŚĚŝĨĨĞƌĞŶĐĞƌĞĂůůǇ ?ďƵƚƚŚĞƌĞŚĂǀĞďĞĞŶŽĐĐĂƐŝŽŶƐ
where there have been differences of opinion whether people 
ƐŚŽƵůĚ ďĞ ƐĞĐůƵĚĞĚ ? ďƵƚ ƚŚĂƚ ?ůů ďĞ ƚŚĞsame on every ward, in 
ĞǀĞƌǇŚŽƐƉŝƚĂů ?ĂůůŽǀĞƌƚŚĞĐŽƵŶƚƌǇ ?ŝƚ ?ƐĂĐŽŵŵŽŶƉƌŽďůĞŵ ? ?NA - 
male) 
 
  ‘/ ƚŚŝŶŬ ŝƚ ŝƐ Ăůů ĂďŽƵƚ ǁŚŽĞǀĞƌ ŝƐ ƉƌĞƐĞŶƚ Ăƚ ƚŚĞƚŝŵĞ ĂŶĚ ƚŚĞŝƌ
interpretation, you know, different people are going to interpret 
different situations diffeƌĞŶƚůǇ ? ĂŶĚ ǁĞ Ăůů ŚĂǀĞ ? ůŝŬĞ / ?ǀĞ ƐĂŝĚ
ĞĂƌůŝĞƌ ?ĂŶĂĐĐĞƉƚĞĚůĞǀĞů ? ?SN - male) 
 
  ‘dŚĞƌĞ ?Ɛ ƚŚŝƐ ƉŚƌĂƐĞ  ‘ƉƵƐŚŝŶŐ ďŽƵŶĚĂƌŝĞƐ ? ? ŝƚ ?Ɛ Ă ĚŝĨĨŝĐƵůƚ ďĂůĂŶĐĞ
ƐŽŵĞƚŝŵĞƐ ďĞƚǁĞĞŶ Ă ƉĂƚŝĞŶƚ ĚŽŝŶŐ ƐŽŵĞƚŚŝŶŐ ƚŚĂƚ ƚŚĞǇ ĐĂŶ ?ƚ
help and I think sometimes when they do things that are outside 
ŽĨ ƚŚĞ ƌƵůĞƐ ? ƚŚĞ ĂƐƐƵŵƉƚŝŽŶ ŝƐ ƚŚĂƚ ƚŚĞǇ ?ƌĞ ďĞŝŶŐ ďĂĚ ŶŽƚ
ŶĞĐĞƐƐĂƌŝůǇƚŚĂƚƚŚĞǇ ?ƌĞŵĞŶƚĂůůǇŝůůŽƌŚĂǀĞWd^ ?RC - female) 
 
 ‘/ƚŚŝŶŬƚŚĞƌĞŝƐƚŚĂƚƚŚŝŶŐ ?/ƚŚŝŶŬƚŚĞƌĞ ?ƐĂůǁĂǇƐŐŽŝŶŐƚŽďĞƚŚĂƚ
ƚŚŝŶŐ ?/ƚŚŝŶŬƚŚĞƌĞ ?ƐĂůǁĂǇƐŐŽŝŶŐƚŽďĞpatients that we dislike, 
where people are less able to tolerate him, they may react more 
ƋƵŝĐŬůǇ ?ƐŽ / ƚŚŝŶŬ ƚŚĞƌĞ ?Ɛ ůŽƚƐŽĨ ĨĂĐƚŽƌƐ ƚŚĂƚ ŝŵƉĂĐƚŽŶǁŚĞƚŚĞƌ
ƉĞŽƉůĞ ŵĂŬĞ ƚŚĞ ĚĞĐŝƐŝŽŶ ƚŽ ƉƵƚ Śŝŵ ŝŶ ƐĞĐůƵƐŝŽŶ Žƌ ŶŽƚ ?
(Psychologist - female) 
 
  ‘/ ƚŚŝŶŬ ƚŚĞ ĐŚĂllenges are how you, how an intensive care 
environment, how a restrictive environment, still allows people to 
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progress within those restrictions, and to get the line right 
between putting boundaries in to keep people safe but then not 
becoming oppressive, so I think challenge can mean the 
challenges that come from patients but can also mean the 
ĐŚĂůůĞŶŐĞƐ ƚŚĂƚ ĐŽŵĞ ĨƌŽŵ ƚŚĞ ƉŚŝůŽƐŽƉŚǇ ŽĨ ƚŚĞ ĞŶǀŝƌŽŶŵĞŶƚ ?
(SW) 
PATIENT FACTORS 
Knowledge, understanding and relationships with patients, each appeared to 
influence the decisions made, the points at which to intervene, the types of 
interventions used, as well as the outcomes deemed most appropriate to 
those involved:  
 
 ‘ ?WĂƚŝĞŶƚƐĂƌĞ ?ƉƌŽďĂďůǇ ũƵƐƚŶŽƚĂďůĞƚŽĐŽƉĞǁŝƚŚƚŚĞĂŐŝƚĂƚŝŽŶ ?
their own mental state at the tŝŵĞ ? ĂŶĚ ƚŚĞǇ ƚŚŝŶŬ ŝƚ ?Ɛ ƉƌŽďĂďůǇ
ďĞƐƚŝĨƚŚĞǇũƵƐƚŐĞƚƚŚĞŵƐĞůǀĞƐůŽĐŬĞĚƵƉĂƐŝƚǁĞƌĞ ? ?NA - male) 
 
 ‘/ ƚŚŝŶŬ ƐŽŵĞƚŝŵĞƐ ŝƚ ?Ɛ ƚŽ ĚŽ ǁŝƚŚ ƚŚĞ ĨĂĐƚ ƚŚĂƚ ƚŚĞǇ ũƵƐƚ ĐĂŶ ?ƚ
ƐĞĞŵ ƚŽ ĐŽƉĞ ? ĞŝƚŚĞƌ ƚŚĞŝƌ ŝůůŶĞƐƐ ? ƚŚĞǇ ĐĂŶ ?ƚ ĐŽƉĞǁŝƚŚ Žƌ ũƵƐƚ
being part of the community type set up which all wards are and 
ŚĞŶĐĞƚŚĞŝƌĞƐĐĂƉĞĨƌŽŵƚŚĂƚ ? ?TL-male) 
 
 ‘,ĞǁĂƐ ƚƌǇŝŶŐ ƚŽƐĞƚĂƐĐĞŶĞ ?ƐŽŚĞǁĂƐ ƚƌǇŝŶŐ ƚŽŵĂŬĞŚŝŵƐĞůĨ
ƵŶƚŽƵĐŚĂďůĞ ?ŽƌƚƌǇŝŶŐƚŽĐƌĞĂƚĞƚŚĂƚĨĞĂƌƚŚĂƚǁĞƐŚŽƵůĚŶ ?ƚŐŽŝŶ
and touch him because he is that person, but obviously we have 
ƚŽŵĂŶĂŐĞƐŝƚƵĂƚŝŽŶƐ ? ?SN - male) 
 
 ‘dŚĞǇ ƚĞŶĚ ƚŽ ǀĂƌǇ ? ? ? ŝƚ ĐŽƵůĚ ďĞ ĚŽǁŶ ƚŽ ƚŚĞ ƉĂƚŝĞŶƚ ŐƌŽƵƉ ? ŝƚ
ĐŽƵůĚďĞ ĚŽǁŶ ƚŽ ƚŚĞ ƌĞĂƐŽŶƐ ŝĨ ƐŽŵĞŽŶĞ ĚŽĞƐŶ ?ƚǁĂŶƚ ƚŽďĞ ŝŶ
ƚŚĞĚĂǇƌŽŽŵ ?ŝĨƚŚĞǇĚŽŶ ?ƚǁĂŶƚƚŽďĞĚŽǁŶŚĞƌĞ ? ? ?ŝĨŝƚ ƐĂĐĂƐĞ
of ƚŚĞǇ ?ƌĞƚƌǇŝŶŐƚŽĂƚƚĂĐŬĂŶŽƚŚĞƌƉĂƚŝĞŶƚ ? ? ?ŝƚƌĞĂůůǇĚŽĞƐĚĞƉĞŶĚ
ŽŶǁŚŽǇŽƵ ?ƌĞĚĞĂůŝŶŐǁŝƚŚ ? ?NA - male) 
 
 ‘zŽƵŵŝŐŚƚŚĂǀĞďĞĞŶĂƐƐĂƵůƚĞĚ ?ĂƚƚĂĐŬĞĚ ?ǇŽƵƌĐŽůůĞĂŐƵĞ ?ƐŽŵĞ
ƉĂƚŝĞŶƚƐŵŝŐŚƚďĞƚƌǇŝŶŐƚŽĂƐƐĂƵůƚĞĂĐŚŽƚŚĞƌ ? ?NA - male) 
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 ‘^ŽŵĞƚŝŵĞƐ ?ǁŚĞŶƐŽŵĞďŽĚǇ ?ƐŶŽƚǁĞůů ?ƚŚĞǀŝŽůĞŶĐĞƚŚĂƚ ĐŽŵĞƐ
ŽƵƚŽĨƐŽŵĞŽĨƚŚĞŵ ? ?NA - male) 
MAD OR BAD 
Staff broadly perceive the challenging of ward boundaries by those who are 
 ‘ŐĞŶƵŝŶĞůǇ ?ŵĞŶƚĂůůǇŝůůĂŶĚďǇƚŚŽƐĞǁŚŽĞǆŚŝďŝƚ ‘ďĂĚďĞŚĂǀŝŽƵƌƐ ? in different 
lights: 
 ‘/ ƌĞĂůůǇ ĚŽŶ ?ƚ ŬŶŽǁ ǁŚĂƚ ŐŽĞƐ ŽŶ ŝŶ ƚŚĞŝƌ ŵŝŶĚƐ ďĂƌ ƚŚĞ ŝůůŶĞƐƐ
ĂŶĚ ƚŚĂƚ ŬŝŶĚ ŽĨ ƐƚƵĨĨ ǁŚĞƌĞ ƚŚĞǇ ĚŽŶ ?ƚ ŚĂǀĞ Ă ĐŚŽŝĐĞ ŝŶ ƚŚĞ
ŵĂƚƚĞƌďĞĐĂƵƐĞƚŚĞǇ ?ƌĞŝůůďƵƚ/ŬŶŽǁƉĂƚŝĞŶƚƐƚŚĂƚĂƌĞŶ ?ƚĂŶĚƚŚĂƚ
for whatever reason find themselves in restraint very frequently 
bĞĐĂƵƐĞŽĨƚŚĞďĞŚĂǀŝŽƵƌƐƚŚĂƚƚŚĞǇ ?ƌĞĞŶŐĂŐĞĚŝŶ ? ?SN - male) 
 
  ‘tŚĞŶ ƚŚĞǇ ĨŝƌƐƚ ĐŽŵĞ ŝŶ ŚĞƌĞ ƚŚĞƌĞ ?Ɛ Ă ůŽƚ ŽĨ ŬŝĐŬŝŶŐ ďĂĐŬ
against the establishment, all that kick back against authority, a 
ůŽƚŽĨĚŝƐƚƌƵƐƚ ? ?TL - male) 
 
 ‘>ŝŬĞ / ƐĂŝĚ ? ũƵƐƚŐĞŶĞƌĂůŵŝƐďĞŚĂǀiour, you know, some patients 
will just run wild some days and some just in different ways, all 
ĚŝĨĨĞƌĞŶƚƌĞĂůůǇ ?ĚŝĨĨĞƌĞŶƚŵŽƐƚĚĂǇƐ ? ?NA - male) 
 
 ‘/ƚŚŝŶŬƉĞŽƉůĞ ?ƚŚĞŵŽƌĞŵĞŶƚĂůůǇƵŶǁĞůůǇŽƵĂƌĞ ?ƵŶĨŽƌƚƵŶĂƚĞůǇ ?
ƚŚĞ ůĞƐƐ ǇŽƵ ŬŶŽǁ ǁŚĂƚ ǇŽƵ ?ƌĞ ĚŽŝŶŐ ? ŝŶ ŐĞneral terms, people 
ǁŚŽĂƌĞŵŽƌĞŵĞŶƚĂůůǇŝůůƚŚĂŶŵĂǇďĞũƵƐƚŶŽƚĂǀĞƌǇŶŝĐĞƉĞƌƐŽŶ ?
(NA - male) 
 
 ‘tĞ ĐĂůů ŝƚ  ‘ďĞŚĂǀŝŽƵƌĂů ? ǇŽƵ ŬŶŽǁ ? ŝƚ ?Ɛ ďĞŚĂǀŝŽƵƌĂů ƐƚƵĨĨ ? ƐŽ / ?ŵ
ũƵƐƚƵƐŝŶŐ ůĂǇŵĂŶ ?Ɛ ƚĞƌŵŝŶŽůŽŐǇǁŚĞŶ / ?ŵƐĂǇŝŶŐŵŝƐĐŚŝĞĨ ?  ?SN - 
male) 
 
 ‘sĞƌǇ ŽĨƚĞŶ ŝƚ ?Ɛ ƚŚĞ ŶĂƚƵƌĞ ŽĨ ƚŚĞ ŝůůŶĞƐƐ ? ŝĨ ŝƚ ?Ɛ ŝůůŶĞƐƐ ƌĞůĂƚĞĚ ?
^ŽŵĞƚŝŵĞƐŝƚŝƐŶ ?ƚŝůůŶĞƐƐƌĞůĂƚĞĚ ?ŝƚ ?ƐďĞŚĂǀŝŽƵƌƐƚŚĂ ƚŚĞǇĞŶŐĂŐĞ
ŝŶ ? ?SN - male) 
 
 ‘dŚĞ ƉĂƚŝĞŶƚƐ ƚŚĂƚ / ǁŽƌŬ ǁŝƚŚ ŚĞƌĞ ? ƐŽŵĞ ŽĨ ƚŚĞŵ / ƐĞĞ ĂƐ
extremely unwell, some of them I see as really difficult and really 
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really testing and trying, you know, some I see as really really 
ŶŝĐĞƉĞŽƉůĞǁŚŽ ?ǀĞŚĂĚƌĞĂůůǇďĂĚůƵĐŬ ? ?SN - female) 
 
 ‘tĞ ĚĞĂů ǁŝƚŚ ƐŽŵĞ ǀĞƌǇ ƉŽŽƌůǇ ƉĞŽƉůĞ ďƵƚ ǁĞ ĂůƐŽ ƚƌĞĂƚ ƐŽŵĞ
extremely difficult people that present with some terrible 
behaviourĂů ŝƐƐƵĞƐ ? ƐŽ ŝŶ ƚŚĂƚ ƐĞŶƐĞ ŝƚ ?Ɛ ƋƵŝƚĞ Ă ĐŚĂůůĞŶŐŝŶŐ
ĞŶǀŝƌŽŶŵĞŶƚƚŽďĞŝŶǀŽůǀĞĚǁŝƚŚ ? ?TL - male) 
PATIENT REPUTATION 
Staff further distinguish through patient reputation based upon patient 
behaviours that are exhibited under patient control and based on patient 
desire to enter seclusion contrasted with those that do not appear to be under 
patient control where neither staff nor patients have a choice: 
 
 ‘dŚĞƌĞ ?ƐĂĐŽƵƉůĞ ?ŽĨƉĂƚŝĞŶƚƐ ?ƚŚĂƚǁŽƵůĚƋƵŝƚĞůŝŬĞƚŽďĞŝŶƚŚĞƌĞ
 ?ƐĞĐůƵƐŝŽŶ ?ĂŶĚŵĂŬĞŝƚƚŚĞŝƌďƵƐŝŶĞƐƐƚŽƚƌǇĂŶĚŐĞƚƚŚĞƌĞ ? ?NA - 
male) 
 
 ‘^ŽŵĞƚŝŵĞƐ ƚŚĞǇ ƐĞĞŵ ŶŽƚ ƚŽ ůŝŬĞ ŝƚ ďƵƚ ƐŽŵĞƚŝŵĞƐ ƚŚĞǇ ƚƌǇ ƚŽ
ŶĞŐŽƚŝĂƚĞƚŽŐĞƚŝŶƚŽƚŚĂƚƐĞĐůƵƐŝŽŶĚŽŽƌ ?(SN - female) 
 
 ‘/ƚ ?ƐƐŽŵĞĨŽƌŵŽĨĐŽŶƚƌŽůǇŽƵŬŶŽǁ ? ? ?ƉĞŽƉůĞĞŶŐŝŶĞĞƌ ƌĞƐƚƌĂŝŶƚ ?
engineer seclusion and being restrained for all manner of 
ƌĞĂƐŽŶƐ ? ?SN - male) 
 
 ‘ƉĂƚŝĞŶƚ ?ƚŚĞǇŽďǀŝŽƵƐůǇŐĞƚƚŚĞŵƐĞůǀĞƐŝŶƚŽƚŚĂƚƐŝƚƵĂƚŝŽŶ ?ƚŚĞǇ
ĚŽŶ ?ƚ ũƵƐƚŐŽ ŝŶ ƚŚĞƌĞ ĨŽƌno reason, they get themselves in that 
situation, so some patients will say please put me in seclusion, 
put me in seclusion before I do something because they know 
ƚŚĞǇ ?ƌĞ ŶŽƚ ƌŝŐŚƚ ƐŽ ƚŚĞǇ ŶĞĞĚ ƚŽ ŐŽ ƐŽŵĞǁŚĞƌĞ ƚŚĂƚ ?Ɛ ƐĂĨĞ
ďĞĐĂƵƐĞŽďǀŝŽƵƐůǇƚŚĞǇĐĂŶ ?ƚĚŽŶŽŚĂƌŵŝŶƐĞĐůƵƐŝŽŶ ? ?NA - male) 
 ‘tĞƚƌǇƚŽĚŝƐĐŽƵƌĂŐĞƚŚĞŵƐŽƚŚĞǇĚŽŶ ?ƚŬĞĞƉƉĞƐƚĞƌŝŶŐŽƌĚŽŝŶŐ
things which will make them end up in there, you know, but 
ƐŽŵĞƚŝŵĞƐ ? ŝĨƚŚĞǇĂƌĞĚĞƚĞƌŵŝŶĞĚƚŽŐŽŝŶ ? ŝƚ ?Ɛ ũƵƐƚĂŶŝŐŚƚŵĂƌĞ
because they will do whatever it takes so that they are put in 
ƚŚĞƌĞ ? ?SN - female) 
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 ‘tŚĞŶǇŽƵŬŶŽǁƚŚĞǇ ?ƌĞŐŽŝŶŐ ƚŽƉƵƐŚĂŶĚƉƵƐŚĂŶĚƉƵƐŚƵŶƚŝů
ǇŽƵĚŽƐĞĐůƵĚĞƚŚĞŵ ?ĂŶĚƚŚĞǇĚŽŶ ?ƚ ůĞĂǀĞǇŽƵĂŶǇǁŚĞƌ  ƚŽŐŽ ?
(TL - male) 
 
 ‘zŽƵ ?ǀĞ ũƵƐƚŐŽƚ ƚŽŵĂŶĂŐĞ ŝƚŚĂǀĞŶ ?ƚ ǇŽƵ ? ƚĂŬĞ ŝƚĂƐ ŝƚ ĐŽŵĞƐ ? /
suƉƉŽƐĞ ŝƚ ĐĂŶ ďĞ Ă ďŝƚ ĂŶŶŽǇŝŶŐ ƌĞĂůůǇ ǁŚĞŶ ǇŽƵ ŬŶŽǁ ƚŚĞǇ ?ƌĞ
going to push and push and push until you do seclude them, and 
ƚŚĞǇĚŽŶ ?ƚůĞĂǀĞǇŽƵĂŶǇǁŚĞƌĞƚŽŐŽ ? ? ?ŝĨƚŚĞƌĞ ?ƐŶŽƚŚŝŶŐǇŽƵĐĂŶ
do to calm them down or talk them down or anything like that, 
then ŝƚ ?ƐŐŽƚƚŽďĞĚŽŶĞ ? ?SN - female) 
 
 ‘,ĞǁŝůůƉƵƚǇŽƵŝŶĂƉŽƐŝƚŝŽŶǁŚĞƌĞǇŽƵǁŝůůŚĂǀĞƚŽƐĞĐůƵĚĞŚŝŵ
ďĞĐĂƵƐĞ ƵůƚŝŵĂƚĞůǇ ŚĞ ?ůů ƌĂŝƐĞ ŚŝƐ ŚĂŶĚƐ ĂŶĚ ǇŽƵ ?ǀĞŐŽƚ ƚŽ ĚŽ ŝƚ
ďĞĐĂƵƐĞŝĨǇŽƵĚŽŶ ?ƚŚĞ ?ůůĚŽŝƚĂŐĂŝŶĂŶĚƚŚĞŶĞǆƚƚŝŵĞŚĞ ?ůůŐŝǀĞ
you a smack, so he geƚƐǁŚĂƚŚĞǁĂŶƚƐ ?ŚĞ ?ƐĐŽŶƚƌŽůůŝŶŐƵƐƌĂƚŚĞƌ
ƚŚĂŶƵƐĐŽŶƚƌŽůůŝŶŐŚŝŵ ? ? ?,ĞŬŶŽǁƐǁĞ ?ǀĞŐŽƚƚŽƌĞĂĐƚ ?,ĞŬŶŽǁƐ
ƚŚĂƚ ŝĨ ŚĞ ƌĂŝƐĞƐ ŚŝƐ ŚĂŶĚƐ ? ǁĞ ?ǀĞ ŐŽƚ ƚŽ ƚĂŬĞ ŝƚ ƚŚĂƚ ŚĞ ǁŝůů Śŝƚ
ƐŽŵĞďŽĚǇ ? ?TL - male) 
 
 ‘^ŽŵĞƉĂƚŝĞŶƚƐŽŶŚĞƌĞ ?ĂŶĚ /ĚŽŶ ?ƚŵĞĂŶƚŽŽǀĞƌƐƚĞƉƚŚĞ mark, 
but they do like seclusion. If their mental health is very very 
unstable, they do, as daft as it sounds, some patients do like to be 
ŝŶƚŚĞƌĞĂŶĚĂŐĂŝŶƚŚĂƚĐĂƵƐĞƐ ?ƚŚĂƚ ?ƐĂǁŚŽůĞŶĞǁƉƌŽďůĞŵ ? ?SN - 
male) 
 
 ‘tŚĞŶŚĞĨĞĞůƐĚŝƐƚƌĞƐƐĞĚ ?ŚĞĚŽĞƐŶ ?ƚŬŶŽǁhow to manage it and 
ƚŚĞŶǁŝůůĞŶŐŝŶĞĞƌĂƐŝƚƵĂƚŝŽŶƚŽŐŽŝŶƚŽƐĞĐůƵƐŝŽŶ ? ?Psychologist - 
female) 
 
 ‘dŚĞƌĞ ?Ɛ ŽĨƚĞŶ ƉĂƚŝĞŶƚƐ ǁŚŽ ĨĞĞů Ă ůŽƚ ƐĂĨĞƌ ŝŶ ƐĞĐůƵƐŝŽŶ ? ǁŚŽ
almost prefer to be in a quiet room away from the rest of the 
ward rather than being on a ward with the rest of their peers for 
ǁŚĂƚĞǀĞƌƌĞĂƐŽŶƚŚĂƚŵŝŐŚƚďĞ ? ?RC - male)  
 
No amount of staff training, rules or regulations are therefore able to direct or 
manage those parts played by individual factors. Staff are seemingly still 
required to make value judgements based on their own personal opinions, 
knowledge and experience based upon unique situations. As such, staff are 
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reliant upon their own instincts in making decisions and directing appropriate 
interventions. 
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PART 3:  ‘d,d ? 
From the interviews, it was evident that the act of using coercive measures 
involve complex processes, demanding both the physical and emotional effort 
of staff. Different types of coercive measures appear to require different 
emotional work and efforts, whilst staff experiences of conducting coercive 
measures may be divided into two parts: 
i)    Staff experiences of using restraint, seclusion and 
segregation 
ii)    Factors influencing staff experiences of using restraint, seclusion 
and segregation 
STAFF EXPERIENCES 
 ‘E^^Zzs/> ? 
Of all the staff who were interviewed, each member of staff viewed the use of 
coercive measures as a last resort, secondary to attempts to deescalate 
potentially violent situations via verbal means. Staff largely voiced negative 
feelings towards using coercive measures, viewing these as a necessity to 
prevent injury and to minimise harm, and preferring not have to undertake 
these measures as part of their role and duty given the choice: 
 
 ‘EŽŶĞŽĨƵƐǁĂŶƚƚŽďĞƌĞƐƚƌĂŝŶŝŶŐƉĂƚŝĞŶƚƐďĞĐĂƵƐĞǁĞůŝŬĞŝƚto 
ďĞ ƌĞĂůůǇ ƋƵŝƚĞ ƐĞƚƚůĞĚ ĞǀĞƌǇĚĂǇ ďƵƚ ŽďǀŝŽƵƐůǇ ƚŚĞƌĞ ?Ɛ ƐŝƚƵĂƚŝŽŶƐ
ǁŚĞƌĞ ?ǁĞůůƚŚĞƉůĂĐĞǁĞǁŽƌŬ ?ƚŚĂƚ ?ƐŶĞǀĞƌŐŽŝŶŐƚŽŚĂƉƉĞŶŝƐŝƚ ?
(NA - male) 
 
 ‘EŽďŽĚǇůŝŬĞƐƚŽďĞƌĞƐƚƌĂŝŶĞĚƌĞĂůůǇ ?ǁĞĚŽŝƚĂƐůĂƐƚƌĞƐŽƌƚ ?ďƵƚ
ƵŶĨŽƌƚƵŶĂƚĞůǇ ŝƚ ?Ɛ Ă ŶĞĐĞƐƐŝƚǇ ŽĨ ƚŚĞ job and the clients that we 
ǁŽƌŬǁŝƚŚ ? ?NA - male) 
 
 ‘/ƚ ?ƐŶŽƚĂŶŝĐĞĞǆƉĞƌŝĞŶĐĞďƵƚŝƚŝƐĂŶĞĐĞƐƐĂƌǇĞǀŝů ? ?E - male) 
 
 ‘/ƚ ?Ɛ ŶŽƚ ƐŽŵĞƚŚŝŶŐ ƚŚĂƚ ǇŽƵ ƌĞůŝƐŚ ? ǇŽƵ ŬŶŽǁ ŝƚ ?ƐĂ ŶĞĞĚƐ ŵƵƐƚ ?
you have to step in for whatever reason to lessen the harm that 
ƚŚĞǇ ?ƌĞĚŽŝŶŐ ? ŝƚ ?Ɛ ƌĞĂůůǇ ĨŽƌ ƚŚĞŝƌ ƐĂĨĞƚǇ ? ƚŚĞƐĂĨ ƚǇŽĨ ƚŚĞǀŝĐƚŝŵ
ƚŚĂƚ ƚŚĞǇ ?ƌĞ ĂƚƚĂĐŬŝŶŐ ďĞ ƚŚĂƚ ĂŶŽƚŚĞƌ ƐƚĂĨĨ Žƌ ĂŶŽƚŚĞƌ Ɖatient, 
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ŝƚ ?ƐƚŚĂƚƉĂƌƚŽĨƚŚĞũŽďƚŚĂƚƐŽŵĞƚŝŵĞƐŝƐŶĞĐĞƐƐĂƌǇďƵƚŶŽƚƚŚĂƚ
ǇŽƵůŝŬĞ ?ĂŶĚƚŚĞŶǇŽƵĚŽŝƚƚŽƚŚĞďĞƐƚŽĨǇŽƵƌĂďŝůŝƚǇ ? ?TL - male) 
 
 ‘/ƚ ?ƐŶŽƚƐŽŵĞƚŚŝŶŐĞŝƚŚĞƌƉĂƌƚǇĞŶũŽǇƐ/ĚŽŶ ?ƚƚŚŝŶŬ ?ŽďǀŝŽƵƐůǇǇŽƵ
ŬŶŽǁ ŝƚ ?ƐĂŶ ŝŶǀĂƐŝŽŶŽĨ ƚŚĞŝƌƉƌŝǀĂĐǇ ƚŽ ĂĐĞƌƚĂŝŶĞǆƚĞŶƚ ŝƐŶ ?ƚ ŝƚ ?
ǇŽƵŬŶŽǁ ?ŶŽďŽĚǇůŝŬĞƐŝƚ ? ?NA - male) 
 
  ‘/ƚ ?ƐŶŽƚƉůĞĂƐĂŶƚ ?ďƵƚŝĨǇŽƵ ?ƌĞƵƐŝŶŐŝƚĨŽƌƚŚĞƌŝŐŚƚƌĞĂƐŽŶƐ/ƚŚŝŶŬ
ŝƚ ?Ɛ ďĞĂƌĂďůĞ ? / ƚŚŝŶŬ ƚŚĂƚ ?Ɛ ƚŚĞ ďĞƐƚ ǁĂǇ ƚŽ ĚĞƐĐƌŝďĞ ŝƚ ? ŝƚ ?Ɛ
somethiŶŐƚŚĂƚ ?ƐŐŽƚƚŽďĞĚŽŶĞ ? ?E W male) 
 
  ‘/ƚ ŝƐ ƐŽ ŶĞĐĞƐƐĂƌǇ ? ƐŽ ŶĞĐĞƐƐĂƌǇ ďƵƚ ŝƚ ?Ɛ ŶŽƚ ƚŚĞŵŽƐƚ ƉůĞĂƐĂŶƚ
part, and believe me, I would avoid it at all costs, but equally I 
know when it needs to be used. I know when it needs to be used, 
ĂŶĚ ƵƐĞĚ ĂƉƉƌŽƉƌŝĂƚĞůǇ ? ŝƚ ?Ɛ ǀĞƌǇ ĞĨĨĞĐƚŝǀĞ ? ǀĞƌǇ ĞĨĨĞĐƚŝǀĞ ? (SN - 
male) 
 
 ‘/ǁŝůůĚŽŝƚ ?/ĚŽŶ ?ƚƉĂƌƚŝĐƵůĂƌůǇ ?ǁĞůů/ĚŽŶ ?ƚǁĂŶƚƚŽĚŽŝƚ ?ďƵƚ/ǁŝůů
ĚŽŝƚŝĨ/ŶĞĞĚƚŽĂŶĚŝĨ/ƚŚŝŶŬŝƚ ?ƐŶĞĐĞƐƐĂƌǇ ?/ƚ ?ƐŶŽƚĂƉĂƌƚŽĨƚŚĞ
ũŽďƚŚĂƚ/ĞŶũŽǇ ?/ ?ĚƌĂƚŚĞƌƐŝƚƵĂƚŝŽŶƐǁĞƌĞĚĞĞƐĐĂůĂƚĞĚŝŶŽŶĞǁĂǇ
or another without having ƚŽ ŐŽ ƚŽ Ă ůĞǀĞů ƚŚĂƚ ?Ɛ ŬŝŶĚ ŽĨ ŵŽƌĞ
ĞǆƚƌĞŵĞŵĞĂƐƵƌĞƐ ? ?SN - male) 
 
 ‘/ƚ ?Ɛ ŶŽƚ ŶŝĐĞ ? / ĚŽŶ ?ƚ ǁĂŶƚ ĂŶǇďŽĚǇ ĞůƐĞ ƚŽ ŐĞƚ ŚƵƌĂŶĚ / ĚŽŶ ?ƚ
ǁĂŶƚƚŽŐĞƚŚƵƌƚŵǇƐĞůĨ ?tŚĞŶǇŽƵ ?ƌĞŝŶĂƌĞƐƚƌĂŝŶƚƉƌŽĐĞĚƵƌĞŝƚ ?Ɛ
ǀĞƌǇ ƐǁĞĂƚǇ ? ǇŽƵ ?ƌĞ ƉŽƚĞŶƚŝĂůůǇ ƚŽƵĐŚŝŶŐ ĚŝƌƚǇ ĐůŽƚŚĞƐ, urine, 
ĨĂĞĐĞƐ ? ƚŚĞƌĞ ?Ɛ ůŽĂĚƐ ŽĨ ƚŚŝŶŐƐ ƚŚĂƚ ǇŽƵ ĚŽŶ ?ƚ ǁĂŶƚ ƚŽ ďĞ ĚŽŝŶŐ ?
ĂŶĚ ǇŽƵ ŬŶŽǁ ? ŝĚĞĂůůǇ ? ƚŚĂƚ ǁŽƵůĚ ďĞ ŽŶĞ ƉĂƌƚ ŽĨ ƚŚĞ ũŽď / ?Ě ďĞ
ƋƵŝƚĞŚĂƉƉǇŶĞǀĞƌƚŽĚŽ ? ?SN - male) 
 
 ‘/ƚŚŝŶŬŝƚ ?ƐĂŶĞĐĞƐƐĂƌǇƉĂƌƚŽĨƚŚĞũŽď ?/ƚŚŝŶŬŝƚ ?ƐĂŶĞĐĞƐƐĂƌǇĞǀŝů ?
/ƚ ?Ɛ ŶŽƚ ƚŚĞ ŵŽƐƚ ƉůĞĂƐĂŶƚ ƉĂƌƚ ŽĨ ŵǇ ũŽď ďƵƚ ŝƚ ŝƐ ƐŽ ŶĞĐĞƐƐĂƌǇ ?
ĞƐƉĞĐŝĂůůǇǁŚĞŶǇŽƵ ?ƌĞ ƚĂůŬŝŶŐĂďŽƵƚ ƌŝƐŬ ƚŽŽƚŚĞƌƉĞŽƉůĞ ?tŚĞŶ
ǇŽƵ ?ǀĞ ƐĞĞŶ ǀŝŽůĞŶĐĞ ĂŶĚ ĞǆƉĞƌŝĞŶĐĞĚ ǀŝŽůĞŶĐĞ ĂŶĚ ďĞen at the 
receiving end of violence, you would wish somebody to be 
involved, and manage them, in a safe way, and when people are 
put at risk, you know you have to do something... the alternative 
is not acceptable, it is not acceptable that people can be subject 
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to or victim of violence, not just staff but other patients and there 
ďĞ ŶŽ ĐŽŶƐĞƋƵĞŶĐĞ ĂŶĚ ƚŚĞƌĞ ďĞ ŶŽ ŵĂŶĂŐĞŵĞŶƚ ŽĨ ƚŚĂƚ ? / ?ǀĞ
seen patients who have been on the receiving end of an 
unprovoked attack, brutal unprovoked attack, and you have to 
manage that, you know, you have to manage that. We have a 
ĚƵƚǇŽĨĐĂƌĞ ? ?SN - male) 
 
 ‘/ ǁŽƵůĚ ƐĂǇ ƚŚĂƚ ŚĂǀŝŶŐ ƚŽ ƐĞĐůƵĚĞ Ă ƉĞƌƐŽŶ ŚĂƐ ƚŽ ďĞ Ă ůĂƐƚ
ƌĞƐŽƌƚ ŝŶ ŝƚƐĞůĨ ? ǇŽƵ ĚŽŶ ?ƚ ĞǀĞƌ ĨĞĞů ĐŽŵĨŽƌƚĂďůĞ ŝŶ ŚĂǀŝŶŐ ƚŽ ĚŽ
that to another person although I can see, so yoƵ ?ƌĞ ŶĞǀĞƌ
comfortable with it, you sometimes see the need that there is to 
ŚĂǀĞƚŚĂƚŬŝŶĚŽĨĂĨĂĐŝůŝƚǇ ? ?TL - male) 
CHAOS, ORDER, CONTROL & COMPLIANCE 
The initial challenges in maintaining order, regaining control and establishing 
compliance were often described by nursing staff of varying professional 
capacities. Staff regularly described the initial chaos they are confronted with 
when first attending the scene of an incident. This was often attributed to the 
differences between training and reality as previously mentioned, as well as 
actual differences between each incident that staff are called upon to attend. 
While staff did not identify any particular sets of antecedents leading up to or 
resulting in the issue of restraint, staff did all identify incidents as being 
different with no two incidents being the same: 
  
 ‘/ƚŚĂƉƉĞŶƐŝŶƚŚĞďůŝŶŬŽĨĂŶĞǇĞĂŶĚďĞĨŽƌĞǇŽƵŬŶŽǁŝƚ ?ǇŽƵ ?ƌĞ
all just in a pile on the floor you know, and then everyone grabs a 
limb and the patients are put into the correct holds you know, but 
ŝŶŝƚŝĂůůǇ ?ŝƚ ?Ɛ ?ŝƚĐĂŶďĞƋƵŝƚĞŵĞƐƐǇ ? ? ?/ĐĂŶ ?ƚƚŚŝŶŬŽĨ ĂŶŽƚŚĞƌǁŽƌĚ
ƚŽĚĞƐĐƌŝďĞŝƚƌĞĂůůǇ ?ŝƚĐĂŶďĞƋƵŝƚĞŵĞƐƐǇ ? ?NA - male) 
 
 ‘dŽŐĞƚƚŚĞŝŶŝƚŝĂůĐŽŶƚƌŽůŝƐŶ ?ƚƵƐƵĂůůǇĂůǁĂǇƐƚĞǆƚďŽŽŬƐƚƵĨĨ ? ?TL - 
male) 
 
 ‘/ƚ ?Ɛ ŚĂƌĚ ƚŽ ĐŽŶƚƌŽů ƐŽŵĞďŽĚǇ ǁŚŽ ŝƐ really violent and 
ĂŐŐƌĞƐƐŝǀĞ ? ? ?ǇŽƵ ?ǀĞŐŽƚƚŽďĞƚŚŝŶŬŝŶŐĂďŽƵƚƐĂĨĞƚǇ ? ? ?ǇŽƵ ?ǀĞŐŽƚ
to try and get them secure without hurting them basically and 
ƚŚĂƚ ?ƐĞĂƐŝĞƌƐĂŝĚƚŚĂŶĚŽŶĞĂƚƚŝŵĞƐ ? ?NA - male) 
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 ‘zŽƵ ?ǀĞ ŐŽƚ ƚŽ ŐĞƚ ĐŽŵƉůŝĂŶĐĞ ĂŶĚ ŵĂŬĞ ŝƚ ĂƐ ůĞƐƐ ƐƚƌĞƐƐful as 
ƉŽƐƐŝďůĞ ? ?SN - male) 
 ‘ ǀŝŽůĞŶƚ ŝŶĐŝĚĞŶƚ ŝƐ ĞǆƚƌĞŵĞůǇ ĚǇŶĂŵŝĐ ? ƚŚĞ ŝŶŝƚŝĂůƉĂƌƚ ŽĨ ĂŶǇ
restraint is to isolate patients in a safe manner, and isolate the 
ĂƌŵƐĂŶĚůĞŐƐďĞĐĂƵƐĞŽďǀŝŽƵƐůǇƚŚĞǇĂƌĞƚŚĞĚĂŶŐĞƌ ? ?SN - male) 
 
 ‘/ƚ ĚŽĞƐŶ ?ƚ ĂůǁĂǇƐ ǁŽƌŬ ? ƚŚĞy can kick off, they can drop their 
weight, wherever they get their strength from they seem to 
develop an incredible powerful strength, sometime they can whip 
ŽƵƚŽĨǁƌŝƐƚůŽĐŬƐ ? ? ?ƚŚŝŶŐƐĐĂŶŐŽǁƌŽŶŐ ?ďƵƚŶŽƚŝ ƚĞŶƚŝŽŶĂůůǇ ? ?TL 
- male) 
 ‘dd> ? 
The notion of physical restraint as being the closest thing to a battle between 
staff and patient are highlighted by staff in the following quotes: 
 
 ‘ZĞƐƚƌĂŝŶƚ/ƐƵƉƉŽƐĞŝƐƚŚĞŶĞĂƌĞƐƚƚŚŝŶŐƚŽĂĨŝŐŚƚŝƐŶ ?ƚŝƚ ?ƚŚĞǇ ?ƌĞ
ƚƌǇŝŶŐƚŽŚƵƌƚƵƐĂůŽƚŽĨƚŚĞƚŝŵĞĂŶĚǇŽƵ ?re trying to get control 
ŽĨ ƚŚĞŵ ? ? ? ƋƵŝƚĞ ŽĨƚĞŶ ƚŚĞǇ ƐĂǇ ƚŚĞǇ ?ƌĞ ƐŽƌƌǇ ĂĨƚĞƌďƵƚ ĨŽƌ ƚŚĂƚ
ďƌŝĞĨƚŝŵĞŝƚ ?ƐǇŽƵĂŐĂŝŶƐƚƚŚĞŵ ? ?TL - male) 
 
 ‘tŚĞŶǇŽƵƌĞƐƚƌĂŝŶ ? ŝƚ ?ƐŵŽƌĞ ůŝŬĞĂďĂƚƚůĞ ? ůŝŬĞ ŝƚ ?Ɛ ƚŚĞŵĂŐĂŝŶƐƚ
ǇŽƵ ?ƚŚĂƚ ?ƐǁŚĂƚƚŚĞƉĂƚŝĞŶƚƐƐĞĞŝƚĂƐ ? ?E- male) 
 
 ‘/ƚŚŝŶŬǁŚĞŶǇŽƵ ?ƌĞƌĞƐƚƌĂŝŶŝŶŐƐŽŵĞŽŶĞ ŝƚ ?ƐĂ ůŽƚŵŽƌĞ ŝŶƚĞŶƐĞ ?
ŝƚ ?Ɛ Ă ůŽƚ ŵŽƌĞ ƉŚǇƐŝĐĂů ? ƉĞƌƐŽŶĂů ? ďĞĐĂƵƐĞ ŽďǀŝŽƵƐůǇ ƚŚĞǇ ĚŽŶ ?ƚ
ƌĞĂůůǇǁĂŶƚǇŽƵƚŽƚŽƵĐŚƚŚĞŵ ?ǇŽƵĚŽŶ ?ƚƌĞĂůůǇǁĂŶƚƚŽůĂǇ hands 
ŽŶƚŚĞŵ ? ?E- male ? ? 
 
 ‘dŚĞŝŶŝƚŝĂůƌĞƐƚƌĂŝŶƚŝƐĂůǁĂǇƐĂďŝƚŽĨĂĨƌĂĐĂƐďĞĐĂƵƐĞǇŽƵĚŽŶ ?ƚ
ŬŶŽǁǁŚĂƚ ?ƐŐŽŝŶŐƚŽŚĂƉƉĞŶ ? ?SN - male) 
 ‘>z/E',E^KE ? 
dŚĞĚŝƐƚŝŶĐƚŝǀĞůĂŶŐƵĂŐĞŽĨƉůĂĐŝŶŐ ‘ŚĂŶĚƐŽŶ ?ǁĂƐĨƌĞƋƵĞŶƚůǇƵƐĞĚƚŽĚĞƐĐƌŝďĞ
the act of physical restraint by staff as outlined in the following extracts:  
  ‘zŽƵŶĞĞĚƚŽƚƌǇĂŶĚĚĞĞƐĐĂůĂƚĞĨŝƌƐƚ ?ǇŽƵĂůǁĂǇƐ ?ƚŚĂƚ ?ƐǇŽƵƌĨŝƌƐƚ
ƉŽŝŶƚ ŽĨ ĐĂůů ? ŝĨ ƚŚĂƚ ?Ɛ ŶŽƚ ƐƵĐĐĞƐƐĨƵů ƚŚĞŶ ǇŽƵ ŐĞƚ ǇŽƵƌ ƚĞĂŵ ƵƉ
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and you get your staff ready and you have to sort of go in and 
ŵĂŶĂŐĞŝƚ ?ǇŽƵŬŶŽǁ ?ƵŶĨŽƌƚƵŶĂƚĞůǇůĂǇŚĂŶĚƐŽŶ ? ?NA - male) 
 
  ‘EŝŶĞƚŝŵĞƐŽƵƚŽĨƚĞŶŝƚ ?ůůďĞĂŶĂƐƐĂƵůƚǁŚŝĐŚƌĞƋƵŝƌĞƐƌĞƐƚƌĂŝŶƚ ?
but sometimes, usually you do always have to put hands on in 
that sort of situation but not all the time does it end up in 
ƐĞĐůƵƐŝŽŶ ?ďƵƚǁĞ ?ůůůŝŬĞƉƵƚƉĂƚŝĞŶƚƐŝŶƚŚĞŝƌƌŽŽŵĂŶĚƚŚings like 
ƚŚĂƚŝĨƐĞĐůƵƐŝŽŶ ?ƐŶŽƚŶĞĞĚĞĚ ?ďƵƚŶŝŶĞƚŝŵĞƐ ?ŵŽƐƚĨƚŚĞƚŝŵĞŝƚ
ǁŝůůŝŶǀŽůǀĞŐĞƚƚŝŶŐŚĂŶĚƐŽŶĂŶĚƌĞƐƚƌĂŝŶŝŶŐƉĂƚŝĞŶƚƐ ? ?NA - male) 
 
  ‘/ĨĂƉĂƚŝĞŶƚ ?Ɛ ďĞĐŽŵŝŶŐŚŽƐƚŝůĞ ĂŶĚĂŐŐƌĞƐƐŝǀĞ ŽƌŚĂƐ ƉŚǇƐŝĐĂůůǇ
assaulted not just staff but patients or even assaulted 
ƚŚĞŵƐĞůǀĞƐ ?ǇŽƵĚŽŚĂǀĞƚŽůĂǇŚĂŶĚƐŽŶ ?ǁĞŚĂǀĞƚŽƌĞƐƚƌĂŝŶ ? ?NA 
- male) 
 
  ‘zŽƵũƵƐƚŚĂǀĞƚŽƌĞƐƉŽŶĚĂŶĚƉƵƚŚĂŶĚƐŽŶĂŶĚƌĞŵŽǀĞŚŝŵĨƌŽŵ
ƚŚĞĂƌĞĂǁŚĞƌĞŚĞŝƐĂŶĚĚĞĞƐĐĂůĂƚĞƚŚĞƐŝƚƵĂƚŝŽŶ ? ?NA - male) 
 
  ‘tŝƚŚŝŶ ƚŚĞ Ds ? ƌĞƐƚƌĂŝŶƚ ƚƌĂŝŶŝŶŐ ?we have three levels of 
ŚŽůĚƐ ? ďĂƐŝĐĂůůǇ ? ŚŽůĚƐ ďĞŝŶŐ ŝĨ ǇŽƵ ?ƌĞ ŐŽŝŶŐ ƚŽ ƉƵƚ ŚĂŶĚƐ ŽŶ Ă
patient, so you have a passive hold, you have a swan neck and 
you have a full restraint hold given the level of aggression, 
ǀŝŽůĞŶĐĞǇŽƵ ?ƌĞďĞŝŶŐĨĂĐĞĚǁŝƚŚ ? ? ?:ƵƐƚďĞcause we put hands on 
ĂƉĂƚŝĞŶƚĚŽĞƐŶ ?ƚŵĞĂŶƚŽƐĂǇƚŚĂƚ ŝƚ ?ƐŐŽŝŶŐƚŽďĞĨƵůůƌĞƐƚƌĂŝŶƚ ?
(SN - male) 
TRAINING AND REALITY 
Frequent distinctions were made between training, on the one hand, and the 
intensity of experiencing and enacting approved holds within the ward 
environment during actual incidents. Staff attributed these distinctions in part 
to the lack of resistance that staff put up against their colleagues during 
training, as well as to the speed, intensity and potential for injury with which 
real-life incidents occur: 
 
  ‘/ƚ ?Ɛ ŶŽƚŚŝŶŐ ƚŚĞ ƐĂŵĞ Ăƚ Ăůů ? ŝƚ ?Ɛ ŶŽǁŚĞƌĞ ŶĞĂƌ ? ? ?ǁŚĞŶ ǇŽƵ ?ƌĞ
ƉƌĂĐƚŝĐŝŶŐ ?ǇŽƵ ?ƌĞũƵƐƚƉƌĂĐƚŝĐŝŶŐǁŝƚŚĞĂĐŚŽƚŚĞƌĂŶĚŶŽďŽĚǇĞǀĞƌ
ƉƵƚƐƵƉĂŶǇƌĞƐŝƐƚĂŶĐĞŽƌĂŶǇƚŚŝŶŐ ?ƐŽǇŽƵ ?ǀĞŐŽƚƚŝŵĞƚŽĚŽŝƚĂůů
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properly whereas in a restraint, a patient never stands there and 
ůĞƚƐ ǇŽƵ ŐƌĂď ƚŚĞŵ ? ƚŚĞǇ ?ƌĞ ƚƌǇŝŶŐ ƚŽ ĨŝŐŚƚ ǇŽƵ ? ƐŽŝƚ ?Ɛ ƚŽƚĂůůǇ
totally different, totally different... most of the time, you just 
ŚĂǀĞƚŽĚŽŝƚ ?ǇŽƵũƵƐƚŚĂǀĞƚŽƚƌǇĂŶĚĚŽǁŚĂƚǇŽƵ ?ƌĞƚƌĂŝŶĞĚƚŽ
do, and just do it as quicŬůǇĂƐǇŽƵĐĂŶďƵƚǇŽƵŚĂǀĞŶ ?ƚŐŽƚƚŝŵĞ
to think about it... if a patient comes at you swinging his arms 
ĂŶĚƚƌǇŝŶŐƚŽƉƵŶĐŚǇŽƵ ?ǇŽƵ ũƵƐƚŚĂǀĞƚŽ ?ǇŽƵĐĂŶ ?ƚƚŚŝŶŬ ?ŚĂŶŐ
ŽŶĂŵŝŶƵƚĞ ?/ŶĞĞĚƚŽƉƵƚŵǇŚĂŶĚƐƚŚĞƌĞ ?ǇŽƵũƵƐƚŐĞƚŽŶǁŝƚŚŝƚ ?
(NA - male) 
 
 ‘/ŶĂ ĂǁĂǇ ?ǁŚĂƚǇŽƵ ?ƌĞƚĂƵŐŚƚĚŽǁŶƚŚĞƌĞŝƐŶĞǀĞƌƚŚĞƐĂŵĞ ?ǇŽƵ
ŶĞǀĞƌ ŐĞƚ ƚŚĞ ƌĞĂůŝƚǇ ŽĨ ŝƚ ? ƚŚĞƌĞ ?Ɛ ŶŽ ? ďĞĐĂƵƐĞ ŶŽďŽĚǇ ƌĞĂůůǇ
ƐƚƌƵŐŐůĞƐ ǁŚĞŶ ǇŽƵ ?ƌĞ ĚŽŝŶŐ ƚŚĞ ƚƌĂŝŶŝŶŐ ? ŝĨ ǇŽƵ ĚŽ ƚŚĞ ƐŚŝĞůĚ
ƚƌĂŝŶŝŶŐ ƚŚĂƚ ?Ɛ ƐůŝŐŚƚůǇĚŝĨĨĞƌĞŶƚďĞĐĂƵƐĞǁŚĞŶǇŽƵĚŽ ƚŚĞ ƐŚŝĞůĚ
training, the instructors there, they really make you have it they 
ĚŽ ? ŵĞƚĂů ďĂƚŽŶƐ ĂŶĚ ďĂƐĞďĂůů ďĂƚƐ ĂŶĚ ŝƚ ?Ɛ ƋƵŝƚĞ ĚŝĨĨŝĐƵůƚ ŝƚ ŝƐ ?
ƋƵŝƚĞ ƐĐĂƌǇ ĂƐ ǁĞůů ǁŚĞŶ ƚŚĞǇ ?ƌĞ ǁŚĂĐŬŝŶŐ ǇŽƵ ǁŝƚŚĂ ďĂƐĞďĂůů
ďĂƚŽŶĂƉůĂƐƚŝĐƐŚŝĞůĚ ? ?NA - male) 
 
 ‘zŽƵ ĐĂŶ ƚĂůŬ ĂďŽƵƚ ĂƉƉƌŽǀed holds and how you should take 
people, but when limbs are flying everywhere and people are 
ƐĐƌĂƉƉŝŶŐ Žƌ ƐŽŵĞďŽĚǇ ?Ɛ ũƵƐƚ ďĞĞŶ Śŝƚ ĂŶĚ ƚŚĞǇ ?ǀĞ Śŝƚ ƚŚĞ ĨůŽŽƌ ?
ĞƐƉĞĐŝĂůůǇ ŝĨ ƚŚĞ ƉĂƚŝĞŶƚ ?Ɛ ƉƵƚƚŝŶŐ ƵƉ Ă ƐƚƌƵŐŐůĞ ?ƐŽŵĞƚŝŵĞƐ ŝƚ ?Ɛ
just grabbing onto something and holding it still and when 
ĞǀĞƌǇƚŚŝŶŐ ?Ɛ ƐƚŽƉƉĞĚŵŽǀŝŶŐ ? ƚŚĞŶŽŶĞ ĂƚĂ ƚŝŵĞ ?ŐĞƚƚŚĞŵ ŝŶƚŽ
ƚŚĞĂƉƉƌŽƉƌŝĂƚĞŚŽůĚƐ ? ?SN - female) 
STAFF ROLE: AUTHORITY & RESPONSIBILITIES 
A definite hierarchy was apparent within the multidisciplinary team and in the 
decision-making process with staff seeming to pass on responsibility, 
particularly to those they saw as being senior, having greater authority or 
simply spending more time with patients on the wards. Those decisions made 
with regards to using coercive measures seemed often to be based on 
professional role. While nursing assistants did not feel they had the authority 
to make decisions regarding the use of seclusion, doctors often felt that the 
decision to seclude and reintegrate patients depended upon nursing staff and 
ŶƵƌƐŝŶŐ ƐƚĂĨĨƐ ? ĐŽŶĨŝĚĞŶĐĞ ƐŝŶĐĞ ŝƚ ǁĂƐ ǁĂƌĚ ƐƚĂĨĨ ǁŚŽ ƵůƚŝŵĂƚĞůǇ ŚĂĚ ƚŽ
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manage the situation. As such, the task of restraining was most often 
managed by nursing assistants since they were most often first on scene. 
Seclusion was felt by nursing assistants and doctors to be, most often, a 
decision made by a nurse or nurse in charge, and segregation to be a decision 
made conjointly by the multidisciplinary team: 
 
 ‘/Ĩ ƐĂǇ / ǁĂƐ ƐĂƚ ŝŶ ƚŚĞ ĚĂǇ ƌŽŽŵ ĂŶĚ ƚŚĞƌĞ ǁĂƐ ĨŽƵƌ ŶƵƌƐŝŶŐ
assistants in the day room and one of our lads got up and 
ĂƚƚĂĐŬĞĚ ĂŶŽƚŚĞƌ ? ǁĞ ĐĂŶ ?ƚ ǁĂŝƚ ĨŽƌ ƚŚĞ ŶƵƌƐĞ ŝŶ ĐŚĂƌŐĞ ? ǁĞ ?ǀĞ
ŐŽƚƚŽƐƚŽƉƚŚĞŽƚŚĞƌůĂĚĨƌŽŵŐĞƚƚŝŶŐŚƵƌƚ ? ?NA - male) 
 
 ‘KŶƚŚĞǁĂƌĚ ?ŽŶĂĚĂǇƚŽĚĂǇ ?ƚŚĞƌĞ ?ƐƵƐƵĂůůǇƚŚĞƋƵĂůŝĨŝĞĚŽƌ/
 ?EƵƌƐĞ ‘ŝŶĐŚĂƌŐĞ ? ?ŽĨƚŚĞǁĂƌĚ ?ĂŶĚƚŚĞǇtake charge and we just 
run round and do whatever it is they tell us to do most of the 
ƚŝŵĞ ? ?NA - male) 
 
 ‘ƐĂŶƵƌƐŝŶŐĂƐƐŝƐƚĂŶƚ/ĚŽŶ ?ƚŚĂǀĞƚŚĞĂƵƚŚŽƌŝƚǇŽƉƵƚƐŽŵĞŽŶĞ
ŝŶƐĞĐůƵƐŝŽŶ ? ?NA - male) 
 
 ‘dŚĞ ŶƵƌƐĞ ŝŶ ĐŚĂƌŐĞ ? ƚŚĞ ŶƵƌƐĞ ǁŚŽ ŝƐ ĐŽŶƚƌŽůůŝŶŐƚŚĞ shift, as 
ŶƵƌƐŝŶŐĂƐƐŝƐƚĂŶƚƐǁĞǁŽƵůĚŶ ?ƚŵĂŬĞƚŚĂƚĚĞĐŝƐŝŽŶƚŚĂƚƚŚĞƐĞĂƌĞ
ŐŽŝŶŐŝŶƐĞĐůƵƐŝŽŶďĞĐĂƵƐĞƚŚĞǇ ?ǀĞĚŽŶĞƚŚŝƐ ?/ ?ǀĞďĞĞŶŝŶƚŚĞĚĂǇ
room on this ward and other wards where a patient has had a 
pop at staff. It might only be a group of nursing assistants in the 
day room at that time. Now you would take hold of the patient, 
ǇŽƵ ?ǀĞƉƌŽďĂďůǇŐŽŶĞŽŶƚŽƚŚĞĨůŽŽƌ ?ǇŽƵ ?ǀĞŐŽŶĞƚŽĂƐĂĨĞƉůĂĐĞ ?
ǇŽƵ ?ƌĞŝŶƚŚĞƌĞƐƚƉŽƐŝƚŝŽŶ ?ƐŽƌƚŽĨ ?ǁĞŚĂǀĞƚĞĐŚŶŝƋƵĞƐĨŽƌŬĞĞƉŝŶŐ
ŚŽůĚ ŽĨ ƐŽŵĞďŽĚǇ ďƵƚ ŝŶ Ă ƉŽƐŝƚŝŽŶ ƚŚĂƚ ?Ɛ Ă lot less stressful for 
staff or the patients, so that decision has been made itself almost, 
ŝƚ ?Ɛ ŐŽƚ ƚŽ ƚŚĞ ƉŽŝŶƚ ǁŚĞƌĞ ? ǁĞůů ǁĞ ?ǀĞ ŚĂĚ ƚŽ ƉƵƚŚĂŶĚƐ ŽŶ Ă
ƉĂƚŝĞŶƚ ƚŽ ƐƚŽƉ ƚŚĞŵ ĂƐƐĂƵůƚŝŶŐ ƐŽŵĞďŽĚǇ ? ƚŚĞ ƉĂƚŝĞŶƚ ?Ɛ ŵĂĚĞ
that decision almost, and sometimes the only option is, well we 
need to remove that patient until we can take stock of why the 
patient attacked someone, but most certainly the nurse in charge 
ŝƐŵĂŬŝŶŐƚŚĞĚĞĐŝƐŝŽŶƚŽůŽĐŬƚŚĂƚƉĂƚŝĞŶƚŝŶ ? ?NA - male) 
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 ‘/ ?ŵĂŶƵƌƐŝŶŐĂƐƐŝƐƚĂŶƚ ?/ǁŽƵůĚŶĞǀĞƌŵĂŬĞƚŚĂƚĚĞĐŝƐŝŽŶ ?/ ?ĚůŽŽŬ
to a nurse in charge and they would decide if seclusion was 
ŶĞĐĞƐƐĂƌǇ ? ?NA - male) 
 
 ‘/ƚ ?ƐƚŚĞŶƵƌƐĞ ŝŶĐŚĂƌŐĞǁŚŽĚĞĐŝĚĞƐ ƚŚĂƚƚŚĂƚƉĂƚŝĞŶƚǁŽƵůĚďĞ
coming out and that would be in consultation with the MDT... 
ƚŚĞƌĞ ?ůů ďĞ Ă ĐŽŶsultation of how to manage the patient more 
ƐĂĨĞůǇŽŶĐĞƚŚĞǇ ?ƌĞŽƵƚŽĨƐĞĐůƵƐŝŽŶďƵƚƵůƚŝŵĂƚĞůǇŝƚ ?ƐƚŚĞŶƵƌƐĞŝŶ
ĐŚĂƌŐĞ ǁŚŽ ?Ɛ ƐĂǇŝŶŐ ? ƌŝŐŚƚ ? ǁĞ ?ƌĞ ŐŽŝŶŐ ƚŽ ƵŶůŽĐŬ ƚŚĞ ĚŽŽƌ ĂŶĚ
ǁĞ ?ƌĞŐŽŝŶŐƚŽƚĞƌŵŝŶĂƚĞƐĞĐůƵƐŝŽŶ ? ?NA - male) 
 
 ‘^ĞĐůƵƐŝŽŶ ? ŶƵƌƐĞƐ ĐĂŶ ŵĂŬĞ Ădecision, nurses decide about a 
ƐĞĐůƵƐŝŽŶ ƐŽ ǇŽƵ ĚŽŶ ?ƚ ŚĂǀĞ ƚŽ ŐĞƚ ƚŚĂƚ ĂƉƉƌŽǀĞĚ ďǇĂŶǇďŽĚǇ ŝĨ
somebody hits somebody or if they threaten violence, you can 
ƐĂǇ ? ƌŝŐŚƚ ƚŚĂƚ ƉĞƌƐŽŶ ?Ɛ ŐŽŝŶŐ ŝŶƚŽ ƐĞĐůƵƐŝŽŶ ? ůŽĐŬ ƚŚĞŵ ƵƉ ĨŽƌ
short term, report to everybody what ?Ɛ ŚĂƉƉĞŶĞĚ ? ǁŚĞƌĞĂƐ
segregation is pre-ƉůĂŶŶĞĚ ? ?SN - female) 
 
 ‘zŽƵ ?ƌĞ ǀĞƌǇ ŵƵĐŚ ŐƵŝĚĞĚ ďǇ ƚŚĞ ŶƵƌƐŝŶŐ ƐƚĂĨĨ ĂŶĚ ǁŚĂƚ ƚŚĞ
nursing staff say about how the patient has been because they 
are the eyes and ears on the ward. I rely upon them for clinical 
informĂƚŝŽŶ ? ?RC - male) 
 
 ‘dŽ ĂĐƚƵĂůůǇ ůŽĐŬ Ă ƉĂƚŝĞŶƚ ŝŶ Ă ƐŝĚĞ ƌŽŽŵ ǇŽƵ ŶĞĞĚƚŽ ŚĂǀĞ Ă
segregation plan in place, that plan, that management plan is 
quite a lengthy plan that needs formulating, it needs putting 
forward to the doctor, okaying with the doctor then it still needs 
to go forward to the segregation panel. The segregation panel 
has then got an independent doctor to yours, they will look at the 
plan with other people, they will discuss it and they will either 
ĂĐĐĞƉƚŝƚŽƌĚĞŶǇŝƚ ? ?SN - male) 
 
 ‘>ŽŶŐƚĞƌŵƐĞŐŝƐŵŽƌĞƉůĂŶŶĞĚĂŶĚƚŚĂƚ ?ƐĨŽƌƚŚĞĚŽĐƚŽƌƐĂŶĚƚŚĞ
ŶƵƌƐĞƐƚŽŐĞƚƚŽŐĞƚŚĞƌĂŶĚƐŽƌƚŽĨƉůĂŶĂƐĞŐƌĞŐĂƚŝŽŶ ? ?NA - male) 
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TEAMWORK, AVERSION & OTHERNESS 
Staff support was an important feature identified by staff throughout the 
process of conducting coercive measures. Mutual trust and support were key 
factors in establishing good team relations and in conducting coercive 
measures safely. There is an implied sense of dependency between staff, 
while trust appears to be a major factor in working as part of a team. Indeed, 
some staff have felt  ‘let down ? and angry when colleagues have not 
responded to incidents in ways that would be expected, or have not 
supported colleagues in a manner felt appropriate. Teamwork, esteem and 
respect for colleagues  are therefore not only associated with levels of 
training and experience, but also staff willingness to get involved when 
colleagues are placed in vulnerable or precarious situations. Those who had a 
fear or aversion to using coercive measures were therefore often ostracised 
by other members of staff and seen as being unreliable, untrustworthy and 
undependable:  
 
 ‘/ ƚŚŝŶŬ ŝĨ / ŚĂĚ ŶĞǀĞƌ ĚŽŶĞ ƚŚŝƐ ũŽď before, if I came from the 
ŽƵƚƐŝĚĞ ? ŝĨ / ?ĚďĞĞŶǁŽƌŬŝŶŐ ŝŶĂ ĨĂĐƚŽƌǇŽƌĂ ƐŚŽƉĂŶĚ ƚŽŽŬ ƚŚŝƐ
job on, I might have been tempted to hang my keys up because it 
was, I thought, you come to Rampton, staff will back you up, staff 
will always be there no matter what happens, and the first time it 
ŚĂƉƉĞŶƐ  ?ďĞŝŶŐ ĂƚƚĂĐŬĞĚ ďǇ Ă ƉĂƚŝĞŶƚ ? ? / ?ŵ ŽŶ ŵǇ ŽǁŶ ?  ?NA - 
male) 
 
 ‘/ŬŶŽǁƉĞŽƉůĞ ?/ƉĞƌƐŽŶĂůůǇŬŶŽǁƉĞŽƉůĞƚŚĂƚĂƌĞĨĂƌĨƵů ?ĨĞĂƌĨƵů
of restraint, fearful of that kind of, can I, and when those 
incidences do happen they shy away from being involved... some 
people sometimes develop an aversion, I know quite a few people 
ŚĞƌĞƚŚĂƚŚĂǀĞ ?ĂŶĚŝƚ ?ƐŶŽƚŚĞĂůƚŚǇ ?ŝƚ ?ƐŶŽƚŚĞĂůƚ Ǉ ?ǇŽƵ ?ƌĞŝŶƚŚĞ
ǁƌŽŶŐĞŶǀŝƌŽŶŵĞŶƚƚŽďĞŚĞƌĞƚŽĚĞǀĞůŽƉĂŶĂǀĞƌƐŝŽŶƚŽƚŚĂƚ ? ?SN 
- male) 
 
 ‘^ŽŵĞƉĞŽƉůĞ ?/ŵĞĂŶǇŽƵŚĞĂƌŽĨƐŽŵĞƉĞŽƉůĞǁŚĞƌĞŝĨƚŚĞƌĞ ?ƐĂ
situation some people just go and lock themselves in the toilet or 
ũƵƐƚĚŝƐĂƉƉĞĂƌ ?ƚŚĞƐƚĂĨĨĂŶǇǁĂǇ ?ŝŶƐŽŵĞĐŝƌĐƵŵƐƚĂŶĐĞƐ ? ? ?ƚŚĞǇ ?ƌĞ
scared, so they just go and do a runner and just go and lock 
theŵƐĞůǀĞƐŝŶƚŚĞƚŽŝůĞƚƐ ? ?NA - male) 
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 ‘/Ĩ ƐŽŵĞďŽĚǇ ?Ɛ ŬŝĐŬŝŶŐ ŽĨĨ ĂŶĚ ƚŚĞǇ ?ƌĞ ĐůŽƐĞ ƚŽ ŝƚ ? ƚŚĞǇ ũƵƐƚ ƌƵŶ
away and hide or whatever and bury their head in the sand and 
ƌƵŶĂǁĂǇĨƌŽŵŝƚĂůů ? ?NA - male) 
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PART 4: d, ‘&dZDd, ? 
Following the use of coercive measures, staff describe a period of stillness and 
deliberation. This indicates a time of contemplation, reflection and 
consolidation, seeking justification for their actions and considering what, if 
anything, they might have done differently. In a sense, this time is for staff to 
manage their personal emotions, to look towards other staff for support and 
reassurance regarding their professional role and to seek and reaffirm their 
place within the institutional framework in which they are professionally 
bound. Staff describe three parts to this concluding section of their personal 
experiences, these relate to; i) Patient Reintegration; ii) Passing of Time; the 
changes of emotions, outlooks and challenges that staff are faced with; and 
iii) Recuperation; the processes by which staff prepare themselves for the 
eventualities of having to go through this whole process again. Each of these 
parts of staff experience will now be considered under a range of 
subheadings. 
ASSIMILATING EXPERIENCES 
Staff describe how, over time, their attitudes, perceptions and emotions 
towards their practice undergo significant change. Through learning the rules 
of the organisation, staff in a sense become institutionalised. They become 
more emotionally prepared to deal with incidents requiring coercive 
measures, and more confident and proficient in their roles, whilst seemingly 
developing the skills to separate the personal and professional selves to a 
ŐƌĞĂƚĞƌĚĞŐƌĞĞƚŚƌŽƵŐŚǀŝĞǁŝŶŐƚŚĞŝƌĂĐƚŝŽŶƐĂƐďĞŝŶŐ ‘ƉĂƌƚŽĨĂũŽď ? P
 
  ‘dŚĞƌĞŝƐĂůǁĂǇs that apprehension because of the inexperience, 
ƚŚĞůĂĐŬŽĨĞǆƉĞƌŝĞŶĐĞ ?ƚŚĂƚŬŝŶĚŽĨƐƚƵĨĨ ? ?SN - male) 
 
  ‘zŽƵĚŽŬŝŶĚŽĨŐĞƚƵƐĞĚƚŽŝƚ ?ŝƚŝƐƉĂƌƚŽĨƚŚĞũŽď ?ǇŽƵĚŽŶ ?ƚĞŶũŽǇ
ŝƚďƵƚǇŽƵŬŶŽǁŝƚ ?ƐƚŚĞƌĞĂŶĚǇŽƵĚĞĂůǁŝƚŚŝƚ ?ƚƌǇĂŶĚŵĂŬĞĂďŝƚ
of light of it afterwards, as a coping mechanism more than 
ĂŶǇƚŚŝŶŐ ? ?NA - male) 
 
 ‘/ƚ ?ƐũƵƐƚƚƌǇŝŶŐƚŽĚĞĂůǁŝƚŚŝƚŝƐŶ ?ƚŝƚ ?ĂŶĚŶŽƚůĞƚƚŝŶŐ ?ŶŽƚũƵĚŐŝŶŐ
people on it and I suppose the difficulty then is working with 
ƐŽŵĞďŽĚǇ ŝĨ ǇŽƵ ?ǀĞ ďĞĞŶ ĂƚƚĂĐŬĞĚ ďƵƚ ƚŚĂƚ ?Ɛ ƉĂƌƚ ŽĨƚŚĞ ƐŬŝůů ŝŶ
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ǁŽƌŬŝŶŐ ŝŶ ƚŚŝƐ ĞŶǀŝƌŽŶŵĞŶƚ ? ǇŽƵ ĐĂŶ ?ƚ ŚŽůĚ ŝƚ ĂŐĂŝŶƐƚ anybody, 
ŝƚ ?ƐƉĂƌƚŽĨƚŚĞũŽďŝƐŶ ?ƚŝƚ ? ?NA - male) 
 
 ‘/ũƵƐƚƚĂŬĞŝƚĂƐƉĂƌƚŽĨƚŚĞũŽď ? ?NA - male) 
 
 ‘/ƚ ?Ɛ ũƵƐƚ ƉĂƌƚ ŽĨ Ă ũŽď ŝƐŶ ?ƚ ŝƚ ? /ƚ ?Ɛ Ă ŚŝŐŚ ƐĞĐƵƌĞ ŚŽƐƉŝƚĂů ?  ?NA - 
male) 
 ‘/ƚ ?Ɛ ũƵƐƚ ŵǇ ũŽď ? / ?ŵ ŶŽƚ ŚĞƌĞ ƚŽ ĐƌŝƚŝĐŝƐĞ ? ƐŽĐŝĞƚǇ Ŷ ĞĚƐ
somewhere to put people who have done this and I just work in 
ƚŚĂƚĞŶǀŝƌŽŶŵĞŶƚ ? ?NA - male) 
 
 ‘ůŽƚŽĨƚŚĞƚŝŵĞŝƚ ?ƐũƵƐƚƉĂƌƚŽĨƚŚĞũŽďĂŶĚǇŽƵƌĞƐƉŽŶĚƚŽǁŚĂƚ
you need to do at the time, so apart from the particularly violent 
ones or ones that are completely out of the ordinary, it just gets 
ƚŽďĞŽŶĞŽĨƚŚŽƐĞƚŚŝŶŐƐ ?ǇŽƵũƵƐƚĚŽŝƚ ? ?SN - female) 
 
 ‘/ƚŚŝŶŬǇŽƵŚĂǀĞƚŽƌĞŵŝŶĚǇŽƵƌƐĞůĨ ƚŚĂƚǇŽƵ ?ƌĞŚĞƌĞƚŽĚŽĂ ũŽď
ĂŶĚǇŽƵŚĂǀĞƚŽĚŽƚŚĞďĞƐƚũŽď ? ?^t - female) 
VALIDATING ACTIONS 
Staff appear to validate their roles and actions in terms of  ‘ĚŽŝŶŐƚŚĞďĞƐƚƚŚĞǇ
ĐĂŶ ? in conducting often uncomfortable practices. In  ‘doing the best they can ? 
in often physically and emotionally demanding situations, staff seek 
justification for their actions and locate themselves within institutionally 
prescribed norms: 
 
  ‘/ũƵƐƚĚŝĚƚŚĞďĞƐƚ/ĐĂŶ ? ?NA - male) 
 
 ‘/ƚ ?ƐƐƚƌĞƐƐĨƵůďƵƚĂƚƚŚĞĞŶĚŽĨƚŚĞǁŽƌŬŝŶŐĚĂǇ ?ŽƵŬŝŶĚŽĨĨĞĞů ?
ǇŽƵ ŬŶŽǁ ? ƐĂƚŝƐĨŝĞĚ ƚŚĂƚ ǇŽƵ ?ǀĞ ŐŽƚ ƚŚƌŽƵŐŚ ŝƚ ĂŶĚĞǀĞƌǇŽŶĞ ?Ɛ
ƐĂĨĞ ? ƉĂƚŝĞŶƚƐ ĂƌĞ ƐĂĨĞ ? ƐƚĂĨĨ ĂƌĞ ƐĂĨĞ ĂŶĚ ǇŽƵ ?ǀĞĚ Ăůƚ with 
ĞǀĞƌǇƚŚŝŶŐǇŽƵŶĞĞĚƚŽĚĞĂůǁŝƚŚ ?ĂŶĚǇŽƵŬŶŽǁ ?ĞǀĞƌǇďŽĚǇ ?ƐŐŽƚ
through the end of the day you know without being injured or 
ǁŝƚŚŽƵƚďĞŝŶŐƵƉƐĞƚƌĞĂůůǇ ? ?NA - male) 
 
 ‘dŚĂƚƐĞŶƐĞŽĨ ? ŝƚĐŽƵůĚŚĂǀĞďĞĞŶŵĞŽŶƚŚĞƌĞĐĞŝǀŝŶŐĞŶĚ ?ĚŝĚ /
do my best, and then you have to deal with the fear, you know, 
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ĨĞĂƌƐĞƚƐ ŝŶĂŶĚ ŝƚ ?Ɛ ĨĞĂƌŽĨƚŚĞƌĞďĞŝŶŐĂŶŽƚŚĞƌ ŝŶĐŝĚĞŶƚ ?ǁŚĂƚ ŝĨ
ƚŚĞǁŽƌƐƚŝŶĐŝĚĞŶƚ ?ǁŚĂƚŝĨ/ĐĂŶ ?ƚŚĞůƉ ?ǁŚĂƚŝĨ ?ǇŽƵŬŶŽǁ, could I 
ŚĂǀĞŐŽƚƚŚĞƌĞƋƵŝĐŬĞƌ ? ? ?ǇŽƵ ?ƌĞǁŽƌŬŝŶŐǁŝƚŚ ?ǇŽƵ ?ƌĞĚĞĂůŝŶŐǁŝƚŚ
those things, those thoughts of could I have got there quicker, 
what if, what if, I should have got there quicker, you know, and 
ŚĞǁĂƐǁŝƚŚŝŶĂƌŵ ?Ɛ ůĞŶŐƚŚŽĨŵĞ ?ǇŽƵŬŶŽǁ ?ǁŚĂƚĐould I have 
done, I should have been more attentive and all those sorts of 
ƚŚŝŶŐƐ ?ǇŽƵŬŶŽǁ ?ĂŶĚ ŝƚ ?ƐǁŚĂƚ ŝĨƐƚŚĂƚǇŽƵ ?ƌĞĚĞĂůŝŶŐǁŝƚŚ ?ĂŶĚ
ƚŚĂƚƐĞŶƐĞƚŚĂƚǇŽƵ ?ǀĞůĞƚƐŽŵĞďŽĚǇĚŽǁŶ ? ? ?ŝƚĐŽƵůĚŚĂǀĞďĞĞŶƐŽ
different, if I had got there a second quicker, you know, and the 
fear of should it happen again, can I be relied upon, am I 
dependable, you know, am I good at this and all that kind of stuff, 
ƐŽ ŝƚ ?Ɛ Ă ƌĂŶŐĞ ŽĨ ƚŚŝŶŐƐ ǇŽƵ ?ƌĞ ďĂƚƚůŝŶŐ ĂŶĚ ĚĞĂůŝŶŐ ǁŝƚŚ ? ? ? /
remember for weeks, carrying this, you know, and you have to 
make your peace with it, I tried my best, I did my best, there was 
ŶŽƚŚŝŶŐŵŽƌĞ/ĐŽƵůĚŚĂǀĞĚŽŶĞ ?ǇŽƵŬŶŽǁ ? ?SN - male) 
 
 ‘tŚĂƚ ĂůǁĂǇƐ ƉůĂǇƐ ŽŶ ǇŽƵƌ ŵŝŶĚ ŝƐ ũƵƐƚ ƚŽ ŵĂŬĞ ƐƵƌĞǇŽƵ ĂƌĞ
ĚŽŝŶŐ ƚŚŝŶŐƐ ƌŝŐŚƚ ? ǇŽƵ ŬŶŽǁ ? ŝƚ ?Ɛ Ă ǀŽůĂƚŝůĞ ƐŝƚƵĂƚŝŽŶ ǁŚĞƌeby 
emotions are running high, up and down, but still as a staff, you 
just keep on reminding yourself that, you know what, you have to 
ĚŽƚŚŝŶŐƐƌŝŐŚƚ ?ŝƚ ?ƐƚŽŵĂŬĞƐƵƌĞƚŚĞƉĂƚŝĞŶƚŝƐƉƵƚƚŽĂƐĂĨĞƉůĂĐĞ ?
(SN - female) 
 
 ‘/ƚ ?Ɛ ũƵƐƚ ƉƵƌĞ ĂĚƌĞŶĂůŝŶĞ ? ďĞĐĂƵƐĞ ƚŚĞŶ ŝƚ ?Ɛ ůŝŬĞ ? ŶŽǁ ŚŽǁ Ăŵ /
ŐŽŝŶŐ ƚŽ ŵĂŶĂŐĞ ƚŚŝƐ ? ďĞĐĂƵƐĞ ǇŽƵ ĚŽŶ ?ƚ ǁĂŶƚ ƚŽ ůĞƚǇŽƵƌ
ĐŽůůĞĂŐƵĞƐĚŽǁŶ ?ǇŽƵĚŽŶ ?ƚǁĂŶƚƚŽůĞƚĂŶǇďŽĚǇĚŽǁŶ ?ǇŽƵĚŽŶ ?ƚ
ǁĂŶƚ ƚŽ ůĞƚ ǇŽƵƌƐĞůĨ ĚŽǁŶ ? ǇŽƵ ĐĞƌƚĂŝŶůǇ ĚŽŶ ?ƚ ǁĂŶƚ Ž ůĞƚ
anybody else get hurt, and you endeavour to effectively use the 
ƚĞĐŚŶŝƋƵĞƐ ǇŽƵ ?ǀĞ ďĞĞŶ ƚĂƵŐŚƚ ? ĂƐ ǁĞůů ĂƐ ǇŽƵ ?ǀĞ ďĞĞŶ ƚĂƵŐŚƚ ?
(SN - male) 
 
 ‘zŽƵƌŚĞĂƌƚ ?ƐĂďƐŽůƵƚĞůǇƌĂĐŝŶŐ ?ǇŽƵƚŚŝŶŬ ?ŽŚŐŽĚ ? / ũƵƐƚǁĂŶƚ ƚŽ
ŐĞƚŝƚƌŝŐŚƚ ? ?SN - female) 
 
 ‘/ƚŚŝŶŬǇŽƵũƵƐƚŚĂǀĞƚŽďĞĂǁĂƌĞŽĨŝƚĂŶĚŵĂŶĂŐĞŝƚƚŽƚŚĞďĞƐƚ
of your capabilities whether it be through supported supervision 
ŽƌǇŽƵŬŶŽǁ ?ŝƚ ?ƐŶŽƚĞĂƐǇ ? ?SN - male) 
 203 
 
CONSOLIDATING PERSONAL AND PROFESSIONAL VALUES 
In order to function within an organisation where coercive practices would 
not be acceptable, staff describe their attitudes and perspectives as having to 
change in order to cope with the institutional and emotional demands of their 
working environment:  
 
 ‘/ ?ǀĞƐĞĞŶƉĞŽƉůĞǁŝƚŚĂŶĞŐĂƚŝǀĞĂƚƚŝƚƵĚĞĂďŽƵƚŝƚďĞŝŶǀŽůǀĞĚŝŶ
ƌĞƐƚƌĂŝŶƚ ? ĂŶĚ ŝƚ ?Ɛ Ă ǀĞƌǇ ĚĂŶŐĞƌŽƵƐmix because your personal 
feelings always come into it, so you always have to be detached 
about how you feel about it and just do the job in hand, you 
ŬŶŽǁ ? ǇŽƵ ?ǀĞ ŐŽƚ ƚŽ ƚŚŝŶŬ ĂďŽƵƚ ƉĞŽƉůĞ ?Ɛ ƐĂĨĞƚǇ ? ƚŚĞ ƉĂƚŝĞŶƚ ?Ɛ
ƐĂĨĞƚǇ ?ŽƚŚĞƌƉĞŽƉůĞ ?ƐƐĂĨĞƚǇ ?ǇŽƵŬŶŽǁ ?ƚŚĞǇĂƌĞƉƌĂŵŽƵŶƚ ? ?SN 
- male) 
 
 ‘/ ĨŽƵŶĚ ŵǇ ĂƚƚŝƚƵĚĞ ƚŽǁĂƌĚƐ ŝƚ ĐŚĂŶŐĞĚ ? ǁŚĞŶ / ĞǆƉĞƌŝ ŶĐĞĚ ŝƚ
first-hand, when I witnessed it first-hand, my attitude towards it, 
the necessity of it changed, because the alternative is not 
acceptable, it is not acceptable that people can be subject to or 
victim of violence, not just staff but other patients and there be 
ŶŽĐŽŶƐĞƋƵĞŶĐĞĂŶĚƚŚĞƌĞďĞŶŽŵĂŶĂŐĞŵĞŶƚŽĨƚŚĂƚ ? / ?ǀĞƐĞĞŶ
patients who have been on the receiving end of an unprovoked 
attack, brutal unprovoked attack, and you have to manage that, 
ǇŽƵŬŶŽǁ ?ǇŽƵŚĂǀĞƚŽŵĂŶĂŐĞƚŚĂƚ ?tĞŚĂǀĞĂĚƵƚǇŽĨĐĂƌĞ ? ?SN 
- male) 
 
 ‘/ƚ ?Ɛ ŶŽƚ ĞĂƐǇ ǁŚĞŶ ǇŽƵ ƐĞĞ ŝƚ ĨŽƌ ƚŚĞ ĨŝƌƐƚ ƚŝŵĞ ? ĂŶĚ ƚŚĞŶ ǁŚĞŶ
you see violence against staff, you know, people that you work 
with, colleagues, friends, ĞƐƉĞĐŝĂůůǇƐŽŵĞŽĨƚŚĞĂƚƚĂĐŬƐ/ ?ǀĞƐĞĞŶ ?
quite brutal attacks on staff, that can be quite disturbing. You 
ŚĂǀĞƚŽĐŽŶƚĞŶĚǁŝƚŚƚŚĂƚ ?ǇŽƵ ?ǀĞŐŽƚƚŽƉƵƚŝƚŝŶƚŚĞƌŝŐŚƚĐŽŶƚĞǆƚ
ĂŶĚǇŽƵŚĂǀĞƚŽƉƌŽĐĞƐƐĂŶĚĚĞĂůǁŝƚŚŝƚ ? ?SN - male) 
 
 ‘/ƚ ?ƐŶŽƚƚŚĞĞĂƐŝĞƐƚŽĨũŽďƐ ?ƐŽŵĞƚŝŵĞƐ ?ŝƚ ?ƐǀĞƌǇĚŝĨĨŝĐƵůƚƚŽ ?ǁŚĞŶ
you have to be physically involved in restraining patients, that 
ĚŽĞƐŶ ?ƚ ŝŶŝƚŝĂůůǇ Ɛŝƚ ǀĞƌǇ ĞĂƐŝůǇ ǁŝƚŚ ŚŽǁ ǇŽƵ ?ƌĞ ĨŝƌƐƚ ĞĚƵĐĂƚĞĚ ƚŽ
ǁŚĂƚŶƵƌƐŝŶŐ ŝƐ ? ŝƚĚŽĞƐŶ ?ƚ ?ǇŽƵŬŶŽǁ ?ƚŚĞǇĚŽŶ ?ƚƐŝƚĐŽŵĨŽƌƚĂďůǇ
ƚŽŐĞƚŚĞƌ ? ?TL - male) 
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 ‘Ɛ ĂŶƵƌƐĞ ?ǁŚĞŶǇŽƵĐŽŵĞ ƚŽ ƚŚĞ ĨŝĞůĚŽĨ ĨŽƌĞŶƐŝĐƐ ? ŽŶĞ ŽĨ ƚŚĞ
hardest things that you have to try and balance out is the security 
aspect of the job that you do, along with the nursing side of how 
ǇŽƵ ǁĞƌĞ ƚƌĂŝŶĞĚ ? ŝƚ ?Ɛ ƐŽŵĞƚŚŝŶŐ ƚŚĂƚ ?Ɛ ƋƵŝƚĞ different, and the 
ƚǁŽ ?/ĚŽŶ ?ƚƚŚŝŶŬĞǀĞƌƐŝƚƚŽƚĂůůǇĐŽŵĨŽƌƚĂďůǇǁŝƚŚĞĂĐŚŽƚŚĞƌ ? ?TL 
- male) 
 
 ‘/ƚŚŝŶŬǇŽƵ ?ǀĞŐŽƚƚŽƐŽƌƚŽĨ ?ǇŽƵ ?ǀĞŐŽƚƚŽƐƚĂǇƚƌƵĞƚŽǇŽƵƌƐĞůĨĂƐ
to what brought you into nursing and then how you go about 
putting across your nursing ĐĂƌĞ ŝƐŶ ?ƚ ĂůǁĂǇƐ ƚŚĂƚ ĞĂƐǇ Ă ũŽď
within a contained area, a place with massive security practices, 
ďƵƚǇŽƵ ?ǀĞũƵƐƚŐŽƚƚŽƐƚĂǇƚƌƵĞƚŽǇŽƵƌƐĞůĨ ? ?TL - male) 
STAFF SUPPORT & COHESION 
Finally, staff seek the support of fellow colleagues and those working on the 
inside, who recognise those similar institutional and emotional demands. 
They seek understanding from those who have experienced and who can 
appreciate and rationalise this process with them: 
 
 ‘zŽƵ ?ǀĞŐŽƚƚŽƐƵƉƉŽƌƚĞĂĐŚŽƚŚĞƌŽƚŚĞƌǁŝƐĞŝƚũƵƐƚǁŽƵůĚŶ ?ƚǁŽƌŬ ?
ǇŽƵũƵƐƚǁŽƵůĚŶ ?ƚďĞĂďůĞƚŽǁŽƌŬǁŝƚŚĞĂĐŚŽƚŚĞƌ ?ĞƐƉĞĐŝĂůůǇĂƐ/
ƐĂǇ ?ŝŶƚŚĞŝŶƚĞŶƐŝǀĞĐĂƌĞƐĐĞŶĂƌŝŽ ? ?NA - male) 
 
 ‘/ ĚŝĚ ƚŚĂƚ ďĂƐĞĚ ŽŶ ǁŽƌŬŝŶŐ ǁŝƚŚ ǀĞƌǇ ĞǆƉĞƌŝĞŶĐĞĚ ? ǀĞƌǇ ŐŽŽĚ
staff who will take you under their wing and explain things to you 
and say, well, you know, and you can go through all the 
emotional stuff with them and put it in the right context and say, 
ǇĞĂŚ ? ŝƚ ?ƐƉƌĞƚƚǇŶŽƌŵĂů ƚŽŐŽ ƚŚƌŽƵŐŚƚŚĂƚ ? ƚŚĂƚ ?ƐŶŽƌŵĂů ?  ?SN - 
male) 
 
 ‘tĞĂůůǁŽƌŬƌĞĂůůǇǁĞůů ?ǁĞĂůůǁŽƌŬƌĞĂůůǇĐůŽƐĞůǇƚŽŐĞƚŚĞƌ ?ǁĞ ?ǀĞ
ŐŽƚĂŐŽŽĚƐƚĂĨĨŐƌŽƵƉŽŶŚĞƌĞ ?/ ?ǀĞŐŽƚĂůŽƚŽĨĐŽŶĨŝĚĞŶĐĞŝŶƚŚĞ
ƐƚĂĨĨ /ǁŽƌŬǁŝƚŚ ?ǁĞ ?ƌĞ ǀĞƌǇƐƵƉƉŽƌƚŝǀĞĂŶĚǁĞ ĚŽŚĂǀĞĂŐŽŽĚ
ĚĞďƌŝĞĨ ?ŶŽƚŽĨĨŝĐŝĂůůǇ ?ďƵƚǁĞ ?ůůĂůůƚĂůŬƚŽĞĂĐŚŽƚ Ğr if something 
ŚĂƐŶ ?ƚŐŽŶĞƉĂƌƚŝĐƵůĂƌůǇƐŵŽŽƚŚůǇ ?ǁĞ ?ůůƐĂǇ ?ƌŝŐŚƚ ?ůĞƚ ?Ɛ ĂůůŐŽĂŶĚ
ŐĞƚĂĐƵƉŽĨƚĞĂĂŶĚǁĞ ?ůůũƵƐƚŚĂǀĞĂďŝƚŽĨĂƚĂůŬĂďŽƵƚŝƚĂŶĚǁĞ
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ŵĂŬĞ ƐƵƌĞǁĞ ƚƌǇ ƚŽ ƐƉůŝƚ ƚŚĞ ũŽďƐ ĂƐ ǁĞůů ƐŽ ŝƚ ?ƐŶŽƚĂůǁĂǇƐ ƚŚĞ
same people who are in that area becĂƵƐĞŝƚĐĂŶŐĞƚƋƵŝƚĞƚŝƌŝŶŐ ?
(SN - female) 
 
 ‘zŽƵĂƌĞĐŽŶƐĐŝŽƵƐŽĨŚŽǁĚĂŶŐĞƌŽƵƐŝƚĐĂŶďĞĂŶĚŚŽǁŵƵĐŚǇŽƵ
rely on other people to keep you safe, but then again, they rely on 
ǇŽƵĂƐǁĞůů ? ?TL - male) 
 
 ‘zŽƵ ?ǀĞŐŽƚƚŽďĞƚŚĞƌĞĨŽƌĞĂĐŚŽƚŚĞƌ ? ?TL - male) 
 
 ‘tĞ ?ƌĞ Ă ĐůŽƐĞ ďƵŶĐŚ ƌĞĂůůǇ ? ? ? ŝƚ ƉƵůůƐ ǇŽƵ ƚŽŐĞƚŚĞƌ ƐŽ ǁŚĞŶ
something maybe unsavoury happens, it makes it easier to break 
ŝƚ ĚŽǁŶ Ă  ďŝƚ ? ŝƚ ?Ɛ ŶŽƚ ƚŚĂƚ ďĂĚ ? ŝƚ ?Ɛ ŶŽƚ ƚŚĂƚ ďĂĚ ? ďĞĐĂƵƐĞ / ?ǀĞ
ďĞĞŶ ƚŚƌŽƵŐŚ ŝƚ ĂŶĚ ƚŚĞǇ ?ǀĞ ďĞĞŶ ƚŚƌŽƵŐŚ ŝƚ ? ǁĞ ?ǀĞĂůů ďĞĞŶ
througŚŝƚĂŶĚǁĞĐĂŶŚĞůƉĞĂĐŚŽƚŚĞƌĂůŝƚƚůĞďŝƚ ? ?NA - male) 
 
 ‘/ƚ ?ƐĂĚŝĨĨŝĐƵůƚƚŝŵĞĨŽƌĂŶǇďŽĚǇƚŽŐŽƚŚƌŽƵŐŚĂŶŝ ĐŝĚĞŶƚ ? ? ?ǁŚĞŶ
ǇŽƵ ĐŽŵĞ ŽƵƚ ƚŚĞ ŽƚŚĞƌ ƐŝĚĞ ŽĨ ƚŚĂƚ ? ǇŽƵ ŬŶŽǁ ? ŝƚ ?ƐƐƵƉƉŽƌƚŝŶŐ
ǇŽƵƌƐƚĂĨĨ ? ?SN - male) 
PEACE AND RECONCILIATION 
Where staff have previously described the challenges of working within a high 
secure hospital and having to manage difficult situations in a workplace that 
 ‘ŽƵƚƐŝĚĞƌƐ ? ĚŽ ŶŽƚ ƵŶĚĞƌƐƚĂŶĚ ? ƚŚĞ ŽƵƚůĞƚ ĨŽƌ ƐƵĐŚ ĞŵŽƚŝŽŶƐ ŚĂǀĞ ďĞĞŶ
ĚĞƐĐƌŝďĞĚ ĂƐ  ‘ŵĂŬŝŶŐ ƉĞĂĐĞ ǁŝƚŚ ? ƚŚĞŝƌ ƉĞƌƐŽŶĂl and professional roles and 
identities. Staff describe a sudden lull in their emotions, following the 
heightened tensions in dealing with and managing incidents, such that staff 
require time to manage their own emotions before continuing with their 
usual work: 
 
 ‘zŽƵ ŬŝŶĚ ŽĨ ŚĂǀĞ ƚŽ ƚĂŬĞ ŝƚ ŝŶ ǇŽƵƌ ƐƚƌŝĚĞ ? ĂŶĚ / ƚŚŝŶŬ ƚŚĞƌĞ ?Ɛ Ă
certain element where you have to make your peace with it... you 
have to make your peace with it irrespective of your feelings 
ĂďŽƵƚ ŝƚ ? ĂŶĚ ĚŽ ŝƚ ƚŽ ƚŚĞ ďĞƐƚ ŽĨ ǇŽƵƌ ĂďŝůŝƚŝĞƐ ?ǇŽƵ ŬŶŽǁ ?  ?SN - 
male) 
 
 206 
 
 ‘zŽƵŚĂǀĞƚŽŵĂŬĞǇŽƵƌƉĞĂĐĞǁŝƚŚŝƚ and you have to find a way 
ŽĨĚĞĂůŝŶŐǁŝƚŚƚŚĞĞŵŽƚŝŽŶƐĂŶĚĞǀĞƌǇƚŚŝŶŐĞůƐĞĨŽƌĂĨƚĞƌǁĂƌĚƐ ?
(SN - male) 
 
 ‘zŽƵ ?ƌĞǁŽƌŬŝŶŐǁŝƚŚƉĞŽƉůĞĂƚƚŚĞĞŶĚŽĨƚŚĞĚĂǇ ?ŽƵ ?ƌĞĚĞĂůŝŶŐ
ǁŝƚŚƉĞŽƉůĞ ?WĂƚŝĞŶƚƐĂƌĞƉĞŽƉůĞĂŶĚŝƚ ?ƐǀŝŽůĞŶƚĂƚƚŚĞǁŽƌƐƚ ?ŝƚ ?Ɛ
a violent act, ŝƚ ?ƐĂǀŝŽůĞŶƚƉƌŽĐĞƐƐĂŶĚǇŽƵŚĂǀĞƚŽǁĂĚĞƚŚƌŽƵŐŚ
the mist, the red mist and process it, and do things professionally 
ĂŶĚ Ăůů ŽĨ ƚŚŽƐĞ ƚŚŝŶŐƐ ? dŚĞ ĂĚƌĞŶĂůŝŶĞ ?Ɛ ŐŽŝŶŐ ? ǇŽƵ ŬŶŽǁ ? ǇŽƵƌ
senses are heightened and then afterwards you almost crash, you 
know, yeĂŚ ?ǇŽƵĂůŵŽƐƚĐƌĂƐŚ ? ?SN - male) 
 
 ‘/ƚĐĂŶďĞĚŝĨĨŝĐƵůƚ ?ŝƚĐĂŶďĞǀĞƌǇĚŝĨĨŝĐƵůƚ ?ŝƚĐĂŶďĞƋƵŝƚĞƚŝƌŝŶŐ ?ŝƚ
can be quite emotionally and mentally draining, I think the 
hardest part of the job is you have to be forever watching, 
listening, being prepared, I mean we do this for thirteen hours, it 
ĐĂŶ ďĞ ƋƵŝƚĞ ƚŝƌŝŶŐ ? ĞƐƉĞĐŝĂůůǇ ŝĨ ǇŽƵ ?ǀĞ ŐŽƚ Ă ůŽƚ ŽĨ ĚĞŵĂŶĚŝŶŐ
ƉĂƚŝĞŶƚƐ ? ? ?ŝƚĐĂŶŐĞƚǀĞƌǇĚƌĂŝŶŝŶŐ ?ǀĞƌǇƌĞƉĞƚŝƚŝǀ  ? ?SN - female) 
 
 ‘ǀĞƌǇďŽĚǇŝƐĂůŝƚƚůĞďŝƚƉƵŵƉĞĚƵƉ ?ƐŽƚŚĞƌĞŝƐĂůŵŽƐƚĂůŝƚƚůĞďŝƚ
of post seclusion sort of not blues, but phew, that was phew, 
ǁŚĂƚ ŚĂƉƉĞŶĞĚ ƚŚĞŶ ? ďƵƚ ƚŚĞŶ ǇŽƵ ƐŽƌƚ ŽĨ ƚĂŬĞ ŽĨĨ ?ĞǀĂůƵĂƚĞ ŝƚ ?
(NA - male) 
HEIGHTENED EMOTIONS VERSUS EMOTIONAL BLUNTING 
Staff often expressed the fear and anxieties they had to manage and 
overcome in dealing with traumatic situations at work. While some staff 
would feel these immediately during the process of using coercive measures, 
ŽƚŚĞƌƐ ǁŽƵůĚ ĚĞƐĐƌŝďĞ Ă ƐĞŶƐĞ ŽĨ ĚĞƚĂĐŚŵĞŶƚ ? ŐŽŝŶŐ ŽŶ  ‘ĂƵƚŽŵĂƚŝĐ ? ĂŶĚ
leaving these emotions aside to be dealt with after the incident had occurred 
in order to be dealt with after the incident had occurred: 
 
 ‘&ƌŽŵĂƐƚĂĨĨƉŽŝŶƚŽĨǀŝĞǁ ?ŝƚ ?ƐŶĞƌǀĞǁƌĂĐŬŝŶŐĂƚƚŝŵĞƐ ? ? ?ǇŽƵĚŽ
ŬŝŶĚŽĨŐĞƚƵƐĞĚƚŽŝƚ ? ŝƚŝƐƉĂƌƚŽĨƚŚĞũŽď ?ǇŽƵĚŽŶ ?ƚĞŶũŽǇŝƚďƵƚ
ǇŽƵ ŬŶŽǁ ŝƚ ?Ɛ ƚŚĞƌĞ ĂŶĚ ǇŽƵdeal with it, try and make a bit of 
light of it afterwards, as a coping mechanism more than 
ĂŶǇƚŚŝŶŐ ? ?NA - male) 
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 ‘/ƚ ŚĂƉƉĞŶƐ ƚŚĂƚ ƋƵŝĐŬ ? ǇŽƵ ĚŽŶ ?ƚ ŐĞƚ ƚŝŵĞ ƚŽ ƚŚŝŶŬ ? ǇŽƵ ?ƌĞ ũƵƐƚ
ƚƌĂŝŶĞĚƚŽĚŽŝƚ ? ?NA - male) 
 ‘/ ƚŚŝŶŬ ? ďĞĐĂƵƐĞ / ?ǀĞ ĚŽŶĞ ŝƚ ĨŽƌ ƐŽ ůŽŶŐ ? ǇŽƵ ?ƌĞĂůŵŽƐƚ ŽŶ ĂŶ
ĂƵƚŽŵĂƚŝĐ ?ǇŽƵũƵƐƚĚŽŝƚ ?ĚŽŶ ?ƚƚŚŝŶŬĂďŽƵƚŝƚĂŶǇŵŽƌĞ ?zŽƵƚŚŝŶŬ
ĂďŽƵƚǁŚĂƚǇŽƵ ?ƌĞĚŽŝŶŐĂŶĚĞǀĞƌǇƚŚŝŶŐĞůƐĞƚŚĂƚĐŽŵĞǁŝƚŚƚŚĞ
ƉĂƚŝĞŶƚďƵƚŝƚĂůŵŽƐƚũƵƐƚŚĂƉƉĞŶƐĞĨĨŽƌƚůĞƐƐůǇŶŽǁ ? ?SN - male) 
 
 ‘ƚƚŚĞƚŝŵĞ ?ǇŽƵũƵƐƚĚŽŶ ?ƚƚŚŝŶŬĂďŽƵƚŝt there and then, I mean, 
ǇŽƵƌ ĂĚƌĞŶĂůŝŶĞ ?Ɛ ƉƵŵƉŝŶŐ ? ƐŽ ǇŽƵ ũƵƐƚ ĚĞĂů ǁŝƚŚ ǁŚĂƚĞǀĞƌ
ŚĂƉƉĞŶƐ ? ? ? ǇŽƵ ?ƌĞ ũƵƐƚ ĚŽŝŶŐ ŝƚ ? ǇŽƵ ũƵƐƚ ƌĞƐƉŽŶĚ ĂŶĚ ƚŚĞŶ
ĂĨƚĞƌǁĂƌĚƐƚŚĞƌĞ ?ůůďĞĚĞďƌŝĞĨƐ ? ?NA - male) 
DESENSITISATION 
 ‘zŽƵĚŽŐĞƚĚĞƐĞŶƐŝƚŝƐĞĚƚŽŝƚƚŚĞŵŽƌĞŝŶĐŝĚĞŶƚƐǇŽu get involved 
in. If I revert back to the first incident when I worked on acute, I 
ǁĂƐƐŚĂŬŝŶŐĂĨƚĞƌǁĂƌĚƐ ?ƐŽƌƚŽĨ ůŝŬĞǁŚĂƚ ?ƐŚĂƉƉĞŶĞĚƚŚĞƌĞƐŽƌƚ
of thing, whereas now, you just kind of get on with it you know, I 
know that might sound a bit mechanical buƚ ƚŚĂƚ ?Ɛ ŚŽǁ / ƌĞĂĐƚ
ŶŽǁ ? ?NA - male) 
 
 ‘dŚĞĨŝƌƐƚŽŶĞ/ĚŝĚ/ǁĂƐĂďŝƚ ?ŶŽƚƐŚŽŽŬƵƉĂĨƚĞƌǁĂƌĚƐďƵƚĂďŝƚ ?
ǁŽǁ ? ǇŽƵ ŬŶŽǁ ? ďƵƚ ŶŽǁ ŝƚ ?Ɛ ũƵƐƚ ? ŝƚ ?Ɛ ũƵƐƚ ǇŽƵƌ ũŽď ? ? ? ĨŽƌ ŵĞ
ƉĞƌƐŽŶĂůůǇ ?ŝƚ ?ƐũƵƐƚ ?ƉĂƌƚŽĨ ?ŝƚ ?ƐŵǇũŽďƐŽŝƚĚŽĞƐŶ ?ƚďŽƚŚĞƌŵĞĂƚ
Ăůů ? ?NA - male) 
 
 ‘tŚĞŶ / ĨŝƌƐƚĐĂŵĞƚŽǁŽƌŬŽŶŚĞƌĞ ? / ĨŽƵŶĚ ŝƚƋƵŝƚĞĚĂƵŶƚŝŶŐĂƚ
times, the thought of being attacked, the thought of restraining 
patients... For want of a better phrase, I suppose I found it quite 
ƐĐĂƌǇǇŽƵŬŶŽǁ ?ŝƚƵƐĞĚƚŽŵĂŬĞŵĞĂŶǆŝŽƵƐ ? ? ?/ ?ĚĨeel anxious, my 
palms used to sweat... it would not be a pleasant experience 
ƌĞĂůůǇ ?ďƵƚ/ƐƵƉƉŽƐĞĂƐǇŽƵǁŽƌŬŽŶŚĞƌĞĂŶĚǇŽƵ ?ƌĞŐĞƚƚŝŶŐŵŽƌĞ
experience working with these sorts of patients, it becomes 
second nature to you really... I still get anxious at times if I know 
ƐŽŵĞƚŚŝŶŐ ?Ɛ ŐŽŝŶŐ ƚŽ ŚĂƉƉĞŶ ďƵƚ ǇŽƵ ũƵƐƚ ŬŝŶĚ ŽĨ ? ůŝŬĞ / ƐĂǇ ?
ĚĞǀĞůŽƉĂĐĞƌƚĂŝŶƐĞƚŽĨƐŬŝůůƐǁŚĞƌĞǇŽƵĚŽŶ ?ƚƌĞĂůůǇůĞƚĂŶǇƚŚŝŶŐ ?
ǇŽƵĚŽŶ ?ƚƌĞĂůůǇůĞƚŝƚďŽƚŚĞƌǇŽƵƚŽŽŵƵĐŚ/ƐƵƉƉŽƐĞ ? ?NA - male) 
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 ‘/ƚ ĚŽĞƐŶ ?ƚ ĂĨĨĞĐƚ ǇŽƵ ĂĨƚĞƌ Ă ĐĞƌƚĂŝŶ Ăŵount of time, you just 
have to, you learn to deal with situations and not let them affect 
you if that makes sense, through, the more than you do it. If a 
ƉĂƚŝĞŶƚĚŝĞĚŝŶŚŽƐƉŝƚĂů ?/ ?ǀĞŐŽƚŶŽůŽǀĞ ?ĨĞĞůŝŶŐƐŽƌĞŵŽƚŝŽŶƐĨŽƌ
ƚŚĂƚƉĞƌƐŽŶ ? ƐŽ ŝƚ ?Ɛ ĞĂƐŝĞƌ ĨŽƌŵe to do all those things, but if it 
ǁĂƐĂ ĨĂŵŝůǇŵĞŵďĞƌ ? ƚŚĞŶ ŝƚǁŽƵůĚďĞĚŝĨĨĞƌĞŶƚ ? / ƚŚŝŶŬ ŝƚ ?Ɛ ƚŚĞ
same as in this situation, I can put all those things to one side 
ďĞĐĂƵƐĞ ŝƚ ?Ɛ ŶŽƚ ĚŝƌĞĐƚůǇ ƌĞůĂƚĞĚ ƚŽ ŵĞ ? / ?ǀĞ ŐŽƚ ĂũŽď ƚŽ ĚŽ ? ŝƚ ?Ɛ
ĂŶŽƚŚĞƌŚĂƚƚŚĂƚ/ ?ǀe got on, that I have to wear when I come to 
ǁŽƌŬ ? ? ?/ĐĂŶǁŽƌŬĂƌŽƵŶĚŝƚďǇŵĂŬŝŶŐƐƵƌĞƚŚĂƚ/ ?ŵĐŽ ŝŶŐŚĞƌĞ
ƚŽƚƌǇĂŶĚĚŽĂũŽď ? ?SN - male) 
 
 ‘/ ĚŽŶ ?ƚ ŐĞƚ ĂƐ ďŽƚŚĞƌĞĚ ďǇ ĂŐŐƌĞƐƐŝŽŶ ĂƐ ǁŚĂƚ / ƵƐĞĚ ƚŽ ĚŽ ? ŝĨ
somebody before my nurse training and before I came to 
ZĂŵƉƚŽŶ ? ŝĨ ƐŽŵĞďŽĚǇ ĐĂŵĞ ƵƉ ƚŽ ŵĞ ? ? ? / ?Ě ŚĂǀĞ ďĞĞŶ ǀĞƌǇ
anxious and wanting to leg it, or fight or flight, whatever you 
ǁĂŶƚƚŽƐĂǇ ?ďƵƚƐŝŶĐĞ/ ?ǀĞďĞĞŶŚĞƌĞ ?ŝƚŚĂƉƉĞŶƐƚŚĂ ŽĨƚĞŶƚŚĂƚ ?/
ǁŽŶ ?ƚƐĂǇƚŚĂƚ/ĚŽŶ ?ƚŐĞƚĂŶǆŝŽƵƐǁŝƚŚƚŚĞƐŝƚƵĂƚŝŽŶ ?ďƵƚbecause 
it happens so regularly, my anxiety is nowhere near as high and I 
ĐĂŶ ? / ǁŽƵůĚ ƐĂǇ ? ĂƉƉĞĂƌ ĐĂůŵ ďƵƚ ůŝŬĞ Ă ĚƵĐŬ ƵŶĚĞƌǁĂƚĞƌ ? / ?ŵ
ŐŽŝŶŐůŝŬĞŵĂĚ ? ?SN - male) 
CONFIDENCE 
 ‘KŶĐĞǇŽƵ ?ǀĞĚŽŶĞƚŚĞĨŝƌƐƚŽŶĞ ?ŝƚ ?ƐŬŝŶĚŽĨĂƌĞůŝĞĨ ?ǇŽƵŬŶŽǁƚŚĞ
procedure, ŝĨĂŶǇƚŚŝŶŐ ?ŝƚŵĂŬĞƐǇŽƵĨĞĞůŵŽƌĞĐŽŶĨŝĚĞŶƚ ? ?E-RB) 
 ‘zŽƵŚĂǀĞƚŽƉƵƚŝƚŝŶƚŚĞƌŝŐŚƚƉůĂĐĞĨŽƌǇŽƵ ?ďĞĐĂƵƐĞǇŽƵ ?ƌĞŐŽŝŶŐ
to have to do it again tomorrow, or another day, so you have to 
ŵĂŬĞǇŽƵƌƉĞĂĐĞǁŝƚŚŝƚĂŶĚƉƵƚŝƚŝŶĂƉůĂĐĞǁŚĞƌĞǇŽƵ ?ǀĞĚĞĂůƚ
witŚŝƚĂŶĚǇŽƵŵŽǀĞŽŶĨƌŽŵŝƚ ? ?SN - male) 
 
 ‘zŽƵŚĂǀĞƚŽŐĞƚƚŽĂƉŽŝŶƚǁŚĞƌĞǇŽƵŐĞƚŽǀĞƌŝƚďĞĐĂƵƐĞƚŚĞŶĞǆƚ
ŽŶĞŝƐũƵƐƚŐŽŝŶŐƚŽďĞƚŚĞƐĂŵĞĂŐĂŝŶ ? ?SN - male) 
 
 ‘/ ƚŚŝŶŬ ǁŝƚŚ ƚŝŵĞ ? ǇŽƵ ŐĞƚ ƵƐĞĚ ƚŽ ŝƚ ? ǇŽƵ ŐĞƚ ƵƐĞĚ ƚŽ ŝƚ ?  ?SN - 
female) 
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PHYSICAL AND EMOTIONAL TOLL 
 ‘ƚƚŚŝƐƉŽŝŶƚ ?ŝƚ ?ƐĚƌĂŝŶŝŶŐ ? ? ?/ ?ǀĞŚĂĚĞŶŽƵŐŚ ?ŝƚ ?ƐƌĞƉĞƚŝƚŝǀĞ ?ŝĨ/ ?ǀĞ
been here a lot, it can seem quite soul destroying, it just gets too 
much to bear after a little while... you can only take so much, so 
much arguing, so much abuse, so much violence, so much of this 
every day before it starts wearing you down... I think it should be 
short term plan for staff as well as patients, a couple of years I 
ƚŚŝŶŬŝŶƚŚŝƐƐŽƌƚŽĨĞŶǀŝƌŽŶŵĞŶƚ ? ?SN - female) 
 
 ‘/ƚŝƐĂƚŽƵŐŚĞŶǀŝƌŽŶŵĞŶƚ ?ǇŽƵ ?ǀĞŐŽƚ very difficult patients down 
there and you do have to be very careful of a) your own stress 
ůĞǀĞůƐĂŶĚď ?ƚŚĞƐƚƌĞƐƐůĞǀĞůƐŽĨŽƚŚĞƌƐƚĂĨĨƚŚĂƚǇŽƵ ?ƌĞǁŝƚŚ ? ? ?/ ?ŵ
a big believer that in that really stressful environment, everyone 
has their shelf-life date ? ?TL - male) 
 
The interviews with staff reveal a wealth of information relating to staff 
experiences of working in, and conducting coercive measures, within a high 
secure hospital environment. Through examining staff interviews, individual 
and collective emotions, expectations and demands become evident. These 
highlight the challenging processes that healthcare professionals experience 
in ǁŽƌŬŝŶŐǁŝƚŚ ‘ĚĞǀŝĂŶƚƐǁŝƚŚŝŶĚĞǀŝĂŶƚƐƉĂĐĞƐ ?. The strengths and limitations 
of this study will next be explored. Findings from the study will then be 
discussed in relation to theories of institutional and emotional work, at the 
levels of the institution, the organisation and the individual. 
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CHAPTER 11: STUDY CHALLENGES AND LIMITATIONS 
This section will provide an overview of the challenges faced in conducting 
this study and the limitations of the data collected. Through highlighting the 
restrictions of this study, an honest and open account will be offered to the 
ƌĞĂĚĞƌ ? ƉƌŽǀŝĚŝŶŐ ƚƌĂŶƐƉĂƌĞŶĐǇ ǁŝƚŚ ƌĞŐĂƌĚƐ ƚŚĞ ƐƚƵĚǇ ?Ɛ ƐƚƌĞŶŐƚŚƐ ĂŶĚ
weaknesses. These will be presented in three stages in line with the research 
process, namely; hospital level data, standardised questionnaires and 
interviews.  
HOSPITAL LEVEL DATA 
The collection of hospital level data relied solely on information recorded by 
the hospital for the purposes of patient records and hospital audits, rather 
than specifically for the purposes of this study. Whilst the initial aim of the 
study was to analyse the prevalence of restraint, seclusion and rapid 
tranquillisation within the hospital, data for incidents of restraint only were 
not available via hospital database records. This was, in part, due the 
assumption that restraint and seclusion are used in combination. The 
 ‘ƌĞĂƐŽŶƐ ? ĨŽƌ ƵƐŝŶŐ ƐĞĐůƵƐŝŽŶ ĂŶĚ ƌĂƉŝĚ ƚƌĂŶƋƵŝůůŝƐĂƚŝŽŶ ǁĞƌĞ ƉƌĞ-defined by 
ƚŚĞŚŽƐƉŝƚĂů ?ƐƵĐŚƚŚĂƚĨŽƌƐĞĐůƵƐŝŽŶ ?ƚŚĞƐĞŝŶĐůƵĚĞ ? ‘ƚŚƌĞĂƚĞŶŝŶŐďĞŚĂǀŝŽƵƌ ? ?
 ‘ǀŝŽůĞŶĐĞ ƚŽ ƐƚĂĨĨ ? ĂŶĚ  ‘ǀŝŽůĞŶĐĞ ƚŽ ĨĞůůŽǁ ƉĂƚŝĞŶƚ ? ? ĂŶĚ ĨŽƌ ƌĂƉŝĚ
tranquillisation, ƚŚĞƐĞ ŝŶĐůƵĚĞĚ Ăůů ŽĨ ƚŚĞ ĂďŽǀĞ ǁŝƚŚ ƚŚĞ ĂĚĚŝƚŝŽŶ ŽĨ  ‘ƐĞůĨ-
ŚĂƌŵ ? ? dŚĞƐĞ ĐĂƚĞŐŽƌŝĞƐ ? ǁŚŝůĞ ƵƐĞĨƵů ? ŵŝŐŚƚ ďĞ ƐŽŵĞǁŚĂƚ ůŝŵŝƚĞĚ ƚŽ ƚŚĞ
 ‘ĂĐƚƵĂů ƌĞĂƐŽŶƐ ? ǁŚǇ ĐŽĞƌĐŝǀĞ ŵĞĂƐƵƌĞƐ ŵŝŐŚƚ ŚĂǀĞ ďĞĞŶ ƵƐĞĚ ǁŚĞŶ
examined in more detail. Had the researcher sufficient access to this 
information, these categories might have characterised differently for the 
purposes of this study. It is also important to note that the hospital records 
for rapid tranquillisation were not for the prevalence of rapid tranquillisation 
per se, but ƌĂƚŚĞƌ ĨƌŽŵ ƚŚĞ ƌĞĐŽƌĚŝŶŐƐ ŽĨ  ‘ƐĞƌŝŽƵƐ ĂŶĚ ƵŶƚŽǁĂƌĚ ŝŶĐŝĚĞŶƚƐ ?
(SUIs) where rapid tranquillisation had been used.  
 
One way to have collected potentially more accurate data on the reasons for 
using coercive measures and the prevalence of rapid tranquillisation would 
ŚĂǀĞ ďĞĞŶ ƚŽ ĞǆĂŵŝŶĞ ĞĂĐŚ ƉĂƚŝĞŶƚ ?Ɛ ŶŽƚĞƐ ǁŝƚŚŝŶ ƚŚĞŚŽƐƉŝƚĂů ? tŚŝůƐƚ ŝŶ
theory, this might have provided more accurate data, in practical terms, this 
would have required the permission of each individual patient to access their 
medical records. This process would have been both arduous and time 
consuming, with no guarantees of how many patients would give their 
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consent, and thus this alternative method of data collection would also have 
been limited albeit in different ways. The collection of data using pre-
recorded hospital databases was therefore the most pragmatic option for this 
study. 
STANDARDISED QUESTIONNAIRES 
It is important to note that a purposive sampling approach was used to collect 
data for stages two (standardised questionnaires) and three (semi-structured 
interviews) of this study, and that participants were self-selecting; choosing 
themselves whether or not to take part. Maykut and Morehouse (1994) 
outline the careful balances between studying complex phenomena and the 
limits of generalisability. So, whilst this study is weighted more heavily in the 
former; specifically examining staff and patient experiences of coercive 
measures in a high secure hospital, there is an acknowledgement that findings 
from this study may not be generalisable, particularly due to the specificity of 
the location and context. Since the sample was self-selecting, considerations 
must also be given towards those who chose not to be involved; the possible 
reasons for this as well as the experiences and perspectives that were not 
captured as a result.  
 
As previously outlined, the ways in which the questionnaire data were 
collected varied between each ward. While this captured the differences 
between ward rules, philosophies and environment, providing interesting 
observations of the study context, this may have impacted particularly upon 
patient responses. For example, whether the patient completed the 
questionnaire alone or with the researcher or member of staff present; the 
time lapsed between last experience of coercion and completion of the 
ƋƵĞƐƚŝŽŶŶĂŝƌĞƐ ?ĂŶĚƉĂƌƚŝĐŝƉĂŶƚƐ ?ŵŽƚŝǀĂƚŝŽŶƐďĞŚŝŶĚĐŚŽŽƐŝŶŐǁŝƚŚĞƌŽƌŶŽƚ
to participate, might each contribute towards the answers given. While these 
are perhaps methodological considerations, all three of the questionnaires 
(ACMQ, ATAS and EssenCES) have been standardised, providing the most 
ĐŽŵƉƌĞŚĞŶƐŝǀĞŵĞĂƐƵƌĞƐŝŶĂĚĚƌĞƐƐŝŶŐƚŚŝƐƐƚƵĚǇ ?ƐƌĞƐĞĂƌĐŚƋƵĞƐƚŝŽŶƐ ? 
 
It is interesting that the most responses, proportionate to the ward 
population, came from staff and patients on the ICU, whilst least responses 
came from the pre-discharge ward. It may be argued that relationships 
between the researcher and staff/patients might have been different on each 
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of the four wards. The issue of compliance may also be raised given that the 
/hǁĂƐŽĨƚĞŶ ƐĞĞŶĂƐ ƚŚĞ  ‘ƐƚƌŝĐƚĞƐƚ ?ŽĨǁĂƌĚƐǁŝƚŚŝŶƚŚĞŚŽƐƉŝƚĂů ?ďĞŝŶŐ ƚŚĞ
most regimented and having the strictest of boundaries. Patients on the pre-
discharge ward in contrast have the greatest freedom within the hospital. 
They have most likely spent the longest periods of time as residents within 
the hospital, are about to be discharged and move on, and so may feel at 
greatest liberty not to comply with additional demands requested of them, 
ƐŝŶĐĞ ƚŚĞǇ ŚĂǀĞ  ‘ƐĞƌǀĞĚ ƚŚĞŝƌ ƚŝŵĞ ? ĂŶĚ ŐŝǀĞŶ ĞŶŽƵgh of themselves to the 
hospital already.  
INTERVIEWS 
The interviews with staff were conducted using a purposive, self-selecting 
sample, for which the limitations have been previously outlined. While the 
researcher acknowledges that a semi-structured approach may have limited 
the direction the interviews might have taken were they completely 
unstructured, a semi-structured design has the benefits of providing a focal 
point from which to conduct and analyse the interviews; and as such, is in line 
with adopting a constructivist approach to grounded theory (Charmaz, 2011; 
Coyne, 1997; Cutliffe, 2000; Lincoln & Guba, 1985). The researcher 
acknowledges that had an alternative methodological design or theoretical 
framework been used, the findings arising from this study may have been 
interpreted and presented quite differently. However, the approach taken has 
ďĞĞŶ ĐŽŶƐŝĚĞƌĞĚ ƚŚĞ ŵŽƐƚ ƉƌĂŐŵĂƚŝĐ ŝŶ ĂŶƐǁĞƌŝŶŐ ƚŚĞ ƐƚƵĚǇ ?Ɛ ƌĞƐĞĂƌĐŚ
questions. A constructivist approach has allowed for the study of complex 
interactions; examining how actions, emotions and institutions influence one 
another; specifically the actions and emotions of staff associated with the 
conduct of coercive measures within high secure institutions. Furthermore, 
this novel approach to conducting, analysing and interpreting data has made 
a contribution towards greater understandings of this field, and was best 
suited to exploring the research questions proposed. 
 
In common with many explorations of the social world this study would have 
been improved by a more explicitly ethnographic approach. For practical and 
ethical reasons this was not possible. Nevertheless conducting the research as 
it was carried out led to numerous informal but informative observations and 
many interesting conversations with members of staff. Glimpses of these 
observations can be found amongst quotations from the interviews  W the 
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ůĂŶŐƵĂŐĞ ŽĨ  ‘ƚƌĞŵďůĞƌƐ ? ƚŽ ĚĞƐĐƌŝďĞ ƚŚĞ ĐĂŵĞƌĂƐ (see page 165), the  fears, 
anxieties and responsibilities surrounding the scrutiny of their roles (see page 
158), the levels of security outweighing those of the caring profession (see 
page 167). The most illuminating of these observations are outlined within 
ƚŚĞ ƌĞƐĞĂƌĐŚĞƌ ?Ɛ ƉĞƌƐŽŶĂůaccount of her experiences and reflections of her 
time within the hospital (see page 97). Thus, although these experiences and 
observations provide rich and interesting data, ethical constraints and respect 
for those individuals mean that these can only be reported informally. 
 
Studying the history and development of high secure hospitals provides 
insight into why and how these institutions became established in the social 
control of deviants. Exploration of changes to the Mental Health Acts enables 
deeper understanding of some of the wider socially evolving attitudes 
towards those contained. Finally, findings from the investigations, reports and 
inquiries into these services,  unveils prior  inherent working cultures and 
reasons for some of the contemporary forms of governance, management 
and practice.  
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CHAPTER 12: DISCUSSION  
Despite the limitations of this study, the findings have contributed towards 
the exploration of using coercive measures within the unique environment of 
a high secure hospital. Analyses of hospital level data have provided insights 
into the prevalence of seclusion and rapid tranquillisation within Rampton 
Hospital, reaffirming that age and gender differences occur. Differences in 
rates and frequencies of seclusion and rapid tranquillisation have been found 
between wards and directorates indicating context, ward philosophies and 
environment as being key contributing factors towards such variations. The 
questionnaires have allowed staff and patient perspectives to be compared 
across four different wards, highlighting greater variances between staff 
attitudes towards containment measures and accompanying perceptions of 
the high secure hospital environment than patients. Furthermore, the 
interviews have allowed rare insights into the personal experiences of staff 
who practice coercive measures; revealing the processes which they go 
through, the internal tensions, conflicts and dilemmas between their personal 
and professional identities; contributing towards the institutional and 
emotional work that they are frequently confronted with. Whilst the 
examination of hospital databases and the use of questionnaires are perhaps 
not nuanced approaches to exploring this topic, rarely are these mixed 
methods combined within a single study in exploring the use of coercive 
measures. Nor are there many studies that allow direct comparisons to be 
made between staff and patient experiences of coercive measures. Such a 
detailed, comprehensive and in-depth study examining the use of coercive 
measures within a single hospital is therefore innovative in itself, and seen as 
being a vital component towards the contribution of knowledge within this 
area. Moreover, the application of an institutional-emotional framework 
towards the study of staff experiences of using coercive measures enables 
new insights to be studied and explored. Each of these stages of the study will 
be discussed in more detail as follows. 
HOSPITAL LEVEL DATA 
Statistical analyses of hospital data examining the uses of seclusion and rapid 
tranquillisation, have provided important insights into the prevalence and 
practices of coercive measures within Rampton Hospital. These data have 
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allowed detailed analyses of coercive measures used in the hospital while 
allowing comparisons with other studies.  
SECLUSION 
During this section, explorations of gender, and length of admission will be 
discussed in relation to other study findings. Ward acuity, ethnicity and 
reasons for seclusion will also be discussed. Considerations will be given 
towards any similarities and differences between study findings and 
suggestions for further research proposed. 
GENDER 
Findings from this study revealed that a greater proportion of females were 
secluded than males. Of those secluded females were secluded significantly 
more times than males, although there were no significant differences for 
length of time spent in seclusion between females and males. These findings 
are consistent with the research hypothesis and in general support of 
previous studies (Ahmed & Lepnurm, 2001; Mason, 1998; Pannu & Milne, 
2008).  
 
Where examining more closely the proportions of female and male patients 
secluded previous studies report between 45% and 68% of females being 
secluded (Mason, 1998; Pannu & Milne, 2008) and between 25% and 30% of 
male patients being secluded (Ahmed & Lepnurm, 2001; Mason, 1998). While 
comparisons of these findings suggest the proportions of secluded patients as 
being higher within this hospital than within other forensic hospitals (females 
= 73.8%; males = 38.3%), the study settings, time frames and methods used to 
obtain and record data must be considered. The study conducted by Ahmed 
& Lepnurm (2001) was conducted over a 30 month period within a multilevel 
secure hospital, suggesting differing levels of risk, challenges and need for 
coercive measures. The studies conducted by Mason (1998) and Pannu & 
Milne (2008) were each conducted over a one year period although data were 
collated using case note documentation rather than hospital databases. 
DĂƐŽŶ ?Ɛ  ? ? ? ? ? ? ƐƚƵĚǇ ǁĂƐ ĐŽŶĚƵĐƚĞĚ Ăƚ ƐŚǁŽƌƚŚ ,ŽƐƉŝƚĂů ƌŝŽƌ ƚŽ ƚŚĞ
ŶĂƚŝŽŶĂů ƌĞĐŽŶĨŝŐƵƌĂƚŝŽŶ ŽĨ tŽŵĞŶ ?Ɛ ^ĞƌǀŝĐĞƐ ƚŽ ZĂŵƉƚŽŶ ,ŽƐƉŝƚĂů ?
Comparably, the study by Pannu & Milne (2008) conducted within Rampton 
Hospital excluded all patients from the then newly set up DSPD Service as well 
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as women on trial leave from Ashworth since the process of reconfiguration 
had begun by then.  
 
These differences in study design may go some way to explaining the 
differences in proportions of patients secluded between the studies. The 
higher proportions of female seclusions in comparison with males may well 
result from the reconfiguration of high secure services in terms of Rampton 
Hospital now being the only high secure hospital to accommodate female 
patients, thus representing those females with most challenging behaviours 
across all the secure hospitals within the England. Another reason for these 
ŐĞŶĚĞƌĚŝĨĨĞƌĞŶĐĞƐŵŝŐŚƚƌĞƐƵůƚĨƌŽŵƐŽĐŝĞƚǇ ?ƐƉĞƌĐĞŝǀĞĚƌŽůĞƐŽĨǁŽŵĞŶĂŶĚ
the disproportionate reactions that ensue when female behaviours depart 
from these social norms and expectations (Becker, 1973; Cicone & Ruble, 
1978; Pannu & Milne, 2008; Lemert, 1951; Scheff, 1999). Studies have found 
that while males are more violent than females in the general population, this 
is not necessarily the case amongst psychiatric inpatient settings (Krakowski & 
Czobor, 2004). Relating these findings to the social theories of deviance and 
social control, gender may be considered a variable ŝŶĨůƵĞŶĐŝŶŐŚŽǁ ‘ĚĞǀŝĂŶƚƐ ? 
are identified, managed and treated differently. The unique milieu of the high 
secure hospital environment, encompassing its own rules and norms thereby 
influences and is influenced by the practices of coercion (Brunt & Rask, 2007; 
Lawrence & Suddaby, 2006; Lawrence et al., 2008).  
AGE 
Patients who were secluded were significantly younger than those who were 
ŶŽƚƐĞĐůƵĚĞĚ ?dŚŝƐŝƐĐŽŶƐŝƐƚĞŶƚǁŝƚŚƚŚŝƐƐƚƵĚǇ ?ƐŚǇƉŽƚŚĞƚŝĐĂůƉƌĞĚŝĐƚŝŽŶƐĂŶĚ
with the studies reviewed (Ahmed & Lepnurm, 2001; Pannu & Milne, 2008; 
Thomas et al., 2009). Ahmed & Lepnurm (2001) suggest that younger patients 
might be perceived as being more energetic, physically fit and therefore a 
greater threat of aggression or violence and more difficult to control. Less is 
known with regards to younger patients (Ahmed & Lepnurm 2001). Younger 
patients are likely to have spent less time in psychiatric services, especially 
high secure services, and so less is known about their potential triggers, early 
warning signs and best approaches to deescalate them when incidents occur 
(Ahmed & Lepnurm, 2001; Beck et al., 2008; Fluttert et al., 2010; Pannu & 
Milne, 2008; Thomas et al., 2009). As such staff perhaps feel more vulnerable 
and perceive greater threats from younger patients, not only because they 
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have less knowledge of them but also because they have had less time to 
build therapeutic relationships. 
 
Younger patients who have spent less time within forensic hospitals are still 
learning the rules and boundaries of the institution. Few people have had 
experiences of secure hospitals as a whole and even fewer have experienced 
a high secure hospital environment. These patients may feel particularly 
vulnerable being in a place that is so far removed from their usual 
experiences (Beck et al., 2008). Indeed some studies suggest that it is not only 
perceptions of younger patients as being more violent and aggressive but that 
actual acts of violence and aggression occur more frequently amongst 
younger patients and those who have been admitted for shorter periods 
(Beck et al., 2008) While staff might view younger patients as being greater 
threats to the established rules and regimes of the organisation, younger 
patients are perhaps more likely to feel like outsiders in unusual places. The 
fear and anxiety surrounding the lesser known on behalf of both staff and 
patients are suggested to each contribute towards increased use of coercive 
measures amongst this population Beck et al., 2008; Thomas et al., 2009). 
Violent and aggressive acts, staff and patient attitudes, actions and reactions 
therefore all need to be addressed and are themes that will be revisited 
during discussions of questionnaire and interview findings.  
LENGTH OF ADMISSION 
An inverse relationship was found between the number of seclusions and 
time spent in seclusion. Patients were found to be secluded more times 
during the initial stages of admission, although secluded for longer periods as 
their length of stay in the hospital increased. Fear and anxiety on behalf of 
both staff and patients have been suggested as probable reasons for greater 
numbers of seclusion episodes particularly during the initial stages of 
admission (Beck et al., 2008; Jacob & Holmes, 2011a; Jacob & Holmes, 2011b; 
Thomas et al., 2009). For staff, new patient admissions can be anxiety 
provoking times, particularly since little is known about the patient; staff and 
patient have not yet had opportunities to establish a therapeutic relationship, 
and ward dynamics may be altered (Beck et al., 2008; Brunt & Rask, 2007; 
Thomas et al., 2009). For patients, particularly those new to a high secure 
environment, equally little is known with regards to other patients, ward 
boundaries and routines (Beck et al., 2008; Brunt & Rask, 2007; Thomas et al., 
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2009). Staff are thus required to learn the early warning signs, triggers and 
risks posed by newer patients while new patients are required to learn their 
place amongst the routines, rules and boundaries of the institution. Once this 
knowledge and relationship becomes more established between staff and 
patient, these fears and anxieties may diminish (Beck et al., 2008; Thomas et 
al., 2009).  Staff are better able to recognise when periods of seclusion are 
required and when reintegration can safely take place (Thomas et al., 2009). 
Similarly, patients are better able to recognise institutional rules, boundaries 
and consequences of when these are violated (Thomas et al., 2009) 
 
With regards to increased durations spent in seclusion over time, this could 
be related to the lack of options available to manage and contain patients 
who are already in the most secure of hospital provisions available (Maguire 
et al., 2012). Studies have suggested a cycle of aggression and coercion 
whereby the employment of coercive interventions paradoxically escalates 
rather than diminishes aggressive behaviour (Daffern et al., 2003; Goren et 
al., 1993; Morrison et al., 2002; Patterson & Forgatch, 1985; Thomas et al., 
2009) More concerningly, staff have reported feelings of increasing anger and 
frustration towards patients who repeatedly require coercive interventions, 
voicing thoughts of punishing patients and the guilt associated with these 
thoughts and emotions (Sequiera & Halstead, 2004). These increasing periods 
of seclusion certainly warrant further investigation. Explorations are required 
as to whether alternative interventions might be more viable; the provisions 
of support available to staff; as well as further investigations into any 
evidence of punitive treatment towards those patients continually deemed to 
require coercive measures. 
WARD ACUITY 
Examinations of ward acuity focused exclusively on male patients where each 
ward was assigned a specific function that could be divided into four 
categories, namely; ICU, admission, treatment and or pre-discharge. Female 
ƉĂƚŝĞŶƚƐǁĞƌĞĞǆĐůƵĚĞĚĨƌŽŵƚŚŝƐƉĂƌƚŽĨĂŶĂůǇƐŝƐƐŝŶĐĞƚŚĞtŽŵĞŶ ?Ɛ^ĞƌǀŝĐĞ
does not include any pre-discharge wards and so would have skewed the 
data. Amongst the male wards, greatest proportions of patients were 
secluded on the ICU ward, and most times. The patients on the admission 
ward in contrast were secluded for the longest durations.  
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The proportions of patients secluded, number of times secluded, as well as 
durations spent in seclusion each indicate the intensities of working with 
patients on the ICU and admission wards in this hospital. While these findings 
were perhaps to be expected, they hold important implications with regards 
the support required by staff working in such a hostile and potentially 
vulnerable environment, while necessitating further explorations as to how 
working in a high secure hospital might influence staff attitudes, emotions 
and actions (Exworthy et al., 2001; Hochschild 1983; Klinge, 1994; Lawrence 
et al., 2009; Sequiera & Halstead, 2004). Theories of labelling need to be 
considered, particularly with regards staff expectations of those 
accommodated within these increasingly challenging ward environments; the 
effects this may have upon patient treatment and equally upon staff when 
working in an environment of heightened emotions. These factors will be 
further examined during discussions of the standardised questionnaires and 
interviews.  
ETHNICITY 
Analysis of ethnicity in this hospital is of particular importance and relevance 
given the widely documented overrepresentation of black and minority ethnic 
groups within psychiatric services and associated perceptions of 
dangerousness (Benford Price et al., 2004; Keating & Robertson, 2004; Prins, 
1993; Spector, 2001; Vinkers et al., 2010). Due to the small numbers of 
patients of black and minority ethnic groups within the study sample, 
ĞƚŚŶŝĐŝƚǇ ǁĂƐ ĚŝǀŝĚĞĚ ŝŶƚŽ  ‘ǁŚŝƚĞ ? ĂŶĚ  ‘ŶŽŶ-ǁŚŝƚĞ ? ĐĂƚĞŐŽƌŝĞƐ ? tŚĞƌĞ
examining the overall population of this hospital, an 82.2% majority of 
ƉĂƚŝĞŶƚƐ ǁĞƌĞ ŽĨ  ‘ǁŚŝƚĞ ? ĞƚŚŶŝĐ ŐƌŽƵƉ ǁŚŝůƐƚ ƚŚĞ ƌemaining 17.8% minority 
ǁĞƌĞŽĨ  ‘ŶŽŶ-ǁŚŝƚĞ ?ĞƚŚŶŝĐŐƌŽƵƉ ? ŝŶĐŽŶƚƌĂƐƚƚŽƚŚĞĞǆƉĞĐƚĞĚŶŽƌŵ ?ŚƵŝĞƚ
al., 2003; Leese et al., 2006). This difference in hospital population will 
ultimately affect analyses presented in this section and provides the context 
by which to explore the rates and frequencies of seclusion according to 
ƉĂƚŝĞŶƚƐ ?ĞƚŚŶŝĐďĂĐŬŐƌŽƵŶĚƐ ? 
 
Statistical analyses revealed no significant differences in the proportions of 
 ‘ǁŚŝƚĞ ? ĂŶĚ  ‘ŶŽŶ-ǁŚŝƚĞ ? ƉĂƚŝĞŶƚƐ ƐĞĐůƵĚĞĚ ? /Ŷ ĐŽŶƚƌĂƐƚ ŚŽǁĞǀĞƌ ? ƉĂƚŝĞŶƚƐ ŽĨ
 ‘ŶŽŶ-ǁŚŝƚĞ ? ĞƚŚŶŝĐ ŽƌŝŐŝŶ ǁĞƌĞ ƐĞĐůƵĚĞĚ ƐŝŐŶŝĨŝĐĂŶƚůǇ ŵŽƌĞ ƚŝŵĞƐ ĂŶĚ ĨŽƌ
ƐŝŐŶŝĨŝĐĂŶƚůǇ ůŽŶŐĞƌ ĚƵƌĂƚŝŽŶƐ ƚŚĂŶ ƉĂƚŝĞŶƚƐ ŽĨ  ‘ǁŚŝƚĞ ? ĞƚŚŶŝĐ ŐƌŽƵƉ ? ǁŚĞƌĞ
taking into account whole hospital populations.  
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Only two previous studies have reported ethnicity in relation to the 
prevalence of seclusion within forensic settings. A study conducted by 
Benford Price et al., (2004) in the United States and a study conducted by 
WĂŶŶƵ  ? DŝůŶĞ  ? ? ? ? ? ? ŝŶ ƚŚĞ h< ? ĞĂĐŚ ĨŽƵŶĚ ƚŚĂƚ ƉĂƚŝĞŶƚƐ ŽĨ  ‘ƐŝĂŶ ? ĂŶĚ
 ‘ďůĂĐŬ ? ĞƚŚŶŝĐ ŐƌŽƵƉƐ ǁĞƌĞsecluded more often although not to significant 
degrees. Studies conducted within general psychiatric settings however, 
repeatedly report significant differences in the use of coercive measures 
between different ethnic groups, with patients of black and minority ethnic 
groups being coerced more frequently (Bond et al., 1988; Bowers et al., 2005; 
Flaherty & Meagher, 1980; Gudjonsson et al., 2004; Hendryx et al., 2010; 
Soloff & Turner, 1981). 
 
While drawing upon studies from the general psychiatric literature suggests 
evidence of racial bias in the use of coercive measures, comparisons of 
findings within forensic psychiatry remain inconclusive due to a lack of studies 
in this specific area. These lack of conclusive findings are perhaps indicative of 
the inconsistencies in ethnic categories used between studies and also of the 
variations in ethnic compositions between hospitals (Bowers et al., 2005). 
REASON 
Methods and reported reasons for using seclusion differ widely between 
studies perhaps reflecting differences in national policies and guidelines 
(Ahmed & Lepnurm 2001; Daffern et al., 2003; Paavola & Tiihonen, 2010; 
Pannu & Milne, 2008; Thomas et al., 2009). These differences have however 
created difficulties in making direct comparisons between studies. For 
example, Ahmed & Lepnurm (2001) report self harm as being the most 
common reason for initiating seclusion in a Canadian hospital; a reason for 
which seclusion is not condoned within the UK (Department of Health, 2008) 
Discussions of these reasons for seclusion will therefore draw upon wider 
literature including those from general psychiatric settings. 
 
ZĞĂƐŽŶƐ ĨŽƌ ƐĞĐůƵƐŝŽŶ ǁŝƚŚŝŶ ZĂŵƉƚŽŶ ǁĞƌĞ ĚĞƚĞƌŵŝŶĞĚ ďǇ ƚŚĞ ŚŽƐƉŝƚĂů ?Ɛ
incident reporting system rather than categories assigned by the researcher. 
These were divided into one of three categories, namely; attacking fellow 
patient, attacking staff or threatening behaviour. Of these categories, 
threatening behaviour was the most often recorded reason for initiating 
seclusion, whilst patients attacking staff accounted for the longest periods 
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spent in seclusion. Female patients were significantly more likely to be 
secluded for attacking staff and for threatening behaviour than male patients. 
WĂƚŝĞŶƚƐ ŽĨ  ?ŶŽŶ ǁŚŝƚĞ ? ĞƚŚŶŝĐ ŐƌŽƵƉ ǁĞƌĞ ŵŽƌĞ ůŝŬĞůǇ ƚŽ ďĞ ƐĞĐůƵĚĞĚ ĨŽƌ
aƚƚĂĐŬŝŶŐ ƐƚĂĨĨ ƚŚĂŶ ƉĂƚŝĞŶƚƐ ŽĨ  ‘ǁŚŝƚĞ ? ĞƚŚŶŝĐ ŐƌŽƵƉ ?ĂĐŚ ŽĨ ƚŚĞƐĞ ǁŝůů ďĞ
discussed in turn. 
 
With regards to threatening behaviour being the most common reason for 
seclusion, ongoing debates continue surrounding the timing of when 
seclusion should be initiated (Ching et al., 2010; Maguire et al., 2012). In 
secluding too early, patients are not given the opportunities to take 
responsibility and control over their own actions (Maguire et al., 2012). In 
secluding too late however, injury may occur that might otherwise have been 
avoidable (Maguire et al., 2012). Policies act as general guiding principles only 
since it is not possible for policies to state each of the specific situations 
during which seclusion should be employed.  As a result, staff are reliant upon 
their training and personal judgements as to decide when a situation poses 
sufficient risk as to warrant seclusion; a call which is largely subjective 
(Elbogen et al., 2001; Exworthy et al., 2001; Harris et al., 1989; Klinge, 1994; 
Mason, 1993; Spector, 2001). The questions of what constitutes threatening 
behaviour, how staff perceive aggression and the processes of deciding when 
to intervene therefore all warrant further investigation and are topics that will 
be later revisited during discussions of the questionnaires and interviews.  
 
It is both interesting and of note that attacking staff accounted for the longest 
periods spent in seclusion, especially since attacking staff or attacking patient 
each involve a victim. Studies have suggested that female patients are more 
likely to attack females and males patients more likely to attack males 
(Daffern et al., 2003), although for this study, the gender of staff victims were 
not known. Few, if any studies, have compared the severity of intentional 
injuries inflicted on staff and patients (Daffern et al., 2003). Furthermore, 
studies examining staff injuries do not always distinguish between those 
injuries arising from patient violence and those resulting from accidental 
injury during coercive intervention (Daffern et al., 2003) While seclusion 
should not be used for punitive reasons, studies have reported staff feelings 
of fear, abjection and thoughts of punishing those patients who are 
continually challenge ward rules and boundaries (Jacob et al., 2009; Sequiera 
& Halstead, 2004). Questions are therefore raised and further investigations 
required, into whether there are any differences in the extents of staff and 
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patient injuries; whether staff are attacked any more frequently than 
patients, whether those injuries are any more severe when sustained by staff 
or patients and whether longer periods spent in seclusion might be related to 
fear, abjection, and perhaps more importantly as punishment. 
 
In light of earlier discussions surrounding institutional overrepresentation of 
black and ethnic minority groups within psychiatric services, it is interesting to 
ŶŽƚĞƚŚĂƚƉĂƚŝĞŶƚƐŽĨ  ‘ŶŽŶ-ǁŚŝƚĞ ?ĞƚŚŶŝĐďĂĐŬŐƌŽƵŶĚƐǁĞƌĞŵŽƌĞ ůŝŬĞůǇƚŽďĞ
ƐĞĐůƵĚĞĚ ĨŽƌ ĂƚƚĂĐŬŝŶŐ ƐƚĂĨĨ ƚŚĂŶ ƉĂƚŝĞŶƚƐ ŽĨ  ‘ǁŚŝƚĞ ?ĞƚŚŶŝĐ ďĂĐŬŐƌŽƵŶĚƐ ?
Studies suggest that young black men continue to be perceived as being more 
dangerous, often even when their behaviours mirror those of young white 
men (Hillbrand & Hirt, 1988; Moodley & Thornicroft, 1988; Singh et al., 1998; 
Spector, 2001). Keating & Robertson (2004) suggest that prejudice and 
ŵŝƐƵŶĚĞƌƐƚĂŶĚŝŶŐ ĨƵĞů  ‘ĐŝƌĐůĞƐ ŽĨ ĨĞĂƌ ? ďĞƚǁĞĞŶ ďůĂĐŬ ĂŶĚ ŵŝŶŽƌŝƚǇ ĞƚŚŶŝĐ
communities who access psychiatric services and staff who work within 
psychiatric institutions. This is supported by multiple authors who propose 
ƚŚĂƚŵŝƐĐŽŶĐĞƉƚŝŽŶƐŽĨƚĞŶůĞĂĚƚŽ ‘ĨĞĂƌ-ƉƵŶŝƚŝǀĞĐǇĐůĞƐ ?ǁŚĞƌĞďǇƉĂƚŝĞŶƚƐ ?ĨĞĂƌ
of services and staff fear of patients result in limited engagement and greater 
restrictions, each impacting upon care and treatment (Bhui et al., 2003; 
Keating & Robertson, 2004; Leese et al., 2006; Vinkers et al., 2010). Greater 
work thus needs to be done in exploring how these institutional attitudes and 
practices might be challenged and changed, how unmet needs might be met 
and moreover how these institutional cycles can be broken (Bhui et al., 2003; 
Keating & Robertson, 2004; Leese et al., 2006; Vinkers et al., 2010). 
RAPID TRANQUILLISATION 
GENDER 
Findings from this study revealed that more female patients were rapid 
tranquillised than males when proportions of male and female patients were 
controlled for. Of those rapid tranquillised, female patients were also rapid 
tranquillised more times. One female was rapid tranquillised a total of 41 
times over the one year study period. These findings confirm the general 
assertion that females experience coercive measures more frequently than 
males (Ahmed & Lepnurm, 2001; Mason, 1998; Pannu & Milne, 2008). 
 
In light of guidelines calling for a reduction in the use of coercive measures, 
using only the least restrictive measures where possible, the use of rapid 
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tranquillisation poses associated complexities. Rapid tranquillisation given via 
intramuscular administration is most often enforced under physical restraint 
(Currier, 2003; Jarrett et al., 2008). Furthermore, close observations are 
required post rapid tranquillisation due to serious risks of side effects, thus 
adding towards the number of interventions used (Currier, 2003; NICE, 2005; 
RCN, 2006). Rapid tranquillisation is arguably more invasive than other modes 
of coercive intervention, not only because it involves forcibly injecting an 
individual but also the co-occurrence of at least one other method of 
restriction and/or monitoring (Currier, 2003; Jarrett et al., 2008). Despite such 
invasiveness, staff in a state forensic hospital in the USA report preferences 
towards using rapid tranquillisation over other coercive interventions (Klinge, 
1994).Cross-cultural comparisons of coercive measures used between 
countries also cite the UK as using medication more frequently than those of 
other European countries (Raboch et al., 2010; Steinert & Lepping, 2009).  
 
Given the differences in rates and frequencies of rapid tranquillisation used 
between male and female patients, and between countries, questions are 
raised as to whether different methods of coercive interventions might be 
associated with varying degrees of effectiveness under differing conditions; 
whether staff themselves have individual preferences for different methods 
and whether male or female staff perceive and experience such interventions 
any differently (Harris, et al., 1989; Klinge, 1994; Sequeira & Halstead, 2004). 
The scenarios, conditions and contexts of incidents therefore need also to be 
taken into consideration alongside the choice of coercive measure itself. 
These are factors and influences that will be later explored during discussions 
of questionnaire and interview findings.  
REASONS 
Reasons for administering rapid tranquillisation were divided into four 
ĐĂƚĞŐŽƌŝĞƐ ĂĐĐŽƌĚŝŶŐ ƚŽ ŚŽƐƉŝƚĂů ƌĞĐŽƌĚƐ ƉĞƌƚĂŝŶŝŶŐ ƚŽ ?  ‘Ěŝsruptive and 
ƚŚƌĞĂƚĞŶŝŶŐďĞŚĂǀŝŽƵƌ ? ? ‘ƐĞůĨ-ŚĂƌŵ ? ?  ‘ǀŝŽůĞŶĐĞƚŽĨĞůůŽǁƉĂƚŝĞŶƚ ?ĂŶĚ ‘ǀŝŽůĞŶĐĞ
ƚŽ ƐƚĂĨĨ ? ? ^ĞůĨ-harm and violence to staff were the most frequent reasons 
recorded for the use of rapid tranquillisation. These findings at first glance 
suggest probable differences in the indications for the use of seclusion and 
rapid tranquillisation, given that the reason for using seclusion was largely 
recorded as threatening behaviour. Whilst these findings suggest possible 
differences, such indications should be taken with caution. Differences in 
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reason were assigned to the indications for using seclusion and rapid 
tranquillisation within the hospital. Self-harm is not an indication for using 
seclusion within the UK (Department of Health, 2008). These figures do not 
take into account the wider differences between the wards, such as staff 
variables, whether or not staff gender and gender ratios between staff and 
patients might also influence staff perceptions of threat and safety. In 
addition, staff confidence or preferences in the use of particular coercive 
measures might alter their frequencies in use. These influences each require 
further analyses and exploration. 
STANDARDISED QUESTIONNAIRES 
Given the differences in rates and frequencies of coercive measures 
experienced by male and female patients, the decision was made to focus on 
a single sex patient population to avoid any gender bias. The male patient 
population was chosen as this gave a much larger sample. Amongst this 
sample, four wards from the Mental Health Directorate were selected, in 
accordance with the four stages along the treatment pathway, namely; 
admission, Intensive Care, treatment and pre-discharge. Through sampling 
these four wards, any relationships between attitudes and ward function 
might be compared. Furthermore, by selecting a male only patient 
population, findings might be more comparable with those of the other high 
secure hospitals within the UK.  
 
The Attitudes Towards Aggression Scale (ATAS), Attitudes to Containment 
Measures Questionnaire (ACMQ) and Essen Climate Evaluation Schema 
(EssenCES) have all been previously standardised and validated for use within 
psychiatric settings (Bowers et al., 2004; Howells et al., 2009; Jansen et al., 
2005; Schalast et al., 2008). Whilst detailed, these questionnaires were 
considered neither too invasive nor demanding of staff and patient time. The 
ATAS was designed specifically to measure staff perceptions of five types of 
aggression, namely; offensive, destructive, intrusive, communicative and 
protective (Jansen et al., 2005). The ACMQ was designed to measure both 
staff and patient attitudes and experiences of eleven different containment 
methods; each of which are used in at least one European country (Bowers et 
al., 2004). The EssenCES questionnaire was designed to measure staff and 
patient experiences of ward atmosphere with regards to patient cohesion, 
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experienced safety and therapeutic hold (Howells et al., 2009; Schalast et al., 
2008). Findings from each of these questionnaires will be discussed in turn. 
ATAS 
Findings from the ATAS questionnaire revealed no significant differences 
between male and female staff. Neither were there differences between 
ward-based and non-ward based staff, although this possibly reflects the 
small numbers of non-ward based staff taking part in the study. Overall, staff 
most often perceived aggression as being a destructive type of behaviour, 
although aggression was least often viewed as being communicative. While 
there is a lack of comparable studies using this scale within secure hospitals, 
these findings are in support of studies where this scale has been used within 
non-forensic psychiatric services (Jansen et al., 2006; Jonker et al., 2008).  
 
It is perhaps unsurprising that staff view aggression negatively, and 
particularly destructively, since it is staff who are required to manage and 
deal with such behaviours that not only place themselves, but also colleagues 
and other patients at risk. Where comparing findings between the four wards, 
staff working on the pre-discharge ward scored aggression as being offensive 
and destructive more so than staff working on the other three wards. In 
contrast, staff on the treatment ward perceived aggression as being 
significantly less intrusive than staff working on the other three wards. These 
findings indicate differences in attitudes depending on the type of ward on 
which staff predominantly work.  
 
The role of the pre-discharge ward is to accommodate patients who are 
assessed as nearing the completion of their treatment programme at the high 
secure hospital and at the stage of being ready to move on to a medium 
secure unit. Staff would therefore expect less patient aggression at this stage 
ŽĨ Ă ƉĂƚŝĞŶƚƐ ? ƚƌĞĂƚŵĞŶƚ ƉĂƚŚǁĂǇ ? ƐŝŶĐĞ ĂŶǇ ĂĐƚƐ ŽĨ ĂŐŐƌĞƐƐŝŽŶ Ăƚ ƚŚŝƐ ƐƚĂŐĞ
would not only be detrimental and destructive to ward function and 
ĂƚŵŽƐƉŚĞƌĞ ?ďƵƚǁŽƵůĚĂůƐŽŚŝŶĚĞƌƚŚĞƉĂƚŝĞŶƚ ?ƐƉƌŽŐƌĞƐƐĂŶĚĚŝƐĐŚĂƌŐĞĨƌŽŵ
the hospital. Similarly, the role of the treatment ward is to provide continuing 
care for those patients with longer-term challenging behaviours. Patients on 
this ward are likely to have been residents for longer periods of time, thus 
regarded as having greater awareness of ward rules and boundaries. Staff, 
having had greater time in getting to know patient individually, coupled with 
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patient understanding of ward rules and boundaries, perhaps each result in 
less aggressive behaviours and attitudes towards aggression as being intrusive 
(Ahmed & Lepnurm, 2001; Beck et al., 2008; Fluttert et al., 2010; Pannu & 
Milne, 2008; Thomas et al., 2009). Given time, staff are perhaps better able to 
identify and recognise patient triggers for aggression as well as techniques for 
effective individual patient de-escalation (Fluttert et al., 2010; Olofsson & 
Norberg, 2001). Staff may also feel less threatened by those aggressive 
behaviours from whom they know well, each contributing towards such acts 
of aggression being viewed as less intrusive (Fluttert et al., 2010; Olofsson & 
Norberg, 2001).  
 
An alternative interpretation of these findings might be associated with fear, 
anger and expectations. Staff working on the pre-discharge ward might 
perceive aggression as being most offensive and destructive given the time 
ĂŶĚŝŶǀĞƐƚŵĞŶƚƚĂŬĞŶƚŽ ‘ƌĞŚĂďŝůŝƚĂƚĞ ?ƉĂƚŝĞŶƚƐ to this stage of care. The pre-
discharge ward is based outside of the main hospitals building with lower 
staff-patient ratios and so these higher scores might, to some degree, be 
associated with fear. Were an incident to occur on this ward, not only would 
there be fewer resources to manage aggression, but greater time would be 
taken for staff to arrive from the main building. These scores might therefore 
be associated with anger, fear and frustrations, which will be further explored 
during the analysis of interviews. 
 
While previous studies have suggested that staff role, education and 
experience might influence staff attitudes and experience (Exworthy et al., 
2001; Jansen et al., 2006; Klinge, 1994), no significant differences were found 
between staff attitudes and experience or staff levels of education. Perhaps 
this lack of significant findings again reflect the relatively small numbers of 
participants taking part.  
ACMQ 
STAFF 
Findings from the ACMQ revealed that staff perceived intermittent 
observations, time out and use of prn medication as being the most 
acceptable types of containment measure, whilst the use of a net bed, open 
area seclusion and mechanical restraint were equally ranked the three least 
acceptable methods. The scores for the top three most acceptable 
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containment measures are comparable to previous study findings, however, 
previous studies found open area seclusion to be greatly more acceptable 
than those scored within this study (Bowers et al., 2004; Bowers et al., 2007; 
Muir-Cochrane et al., 2009). Such differences may reflect the study setting as 
well as participants, since previous studies have largely been conducted 
within general psychiatric settings, amongst psychiatric clinicians who may or 
may not have had forensic experience (Bowers et al., 2004; Bowers et al., 
2007; Muir-Cochrane et al., 2009). Furthermore, such findings appear to be 
indicative of staff familiarity with such methods; being reflective of hospital 
culture, institutionally accepted practices and norms (Bowers et al., 2004; 
Bowers et al., 2007; Muir-Cochrane et al., 2009). Net beds are not used within 
the UK. Mechanical restraint is a fairly new phenomenon having only been 
reintroduced to the hospital as a whole over the past year prior to data 
collection and there is currently no hospital policy for the use of open area 
seclusion.  
 
The finding of the net bed, open area seclusion and mechanical restraint 
being equally undesirable is of particular note; especially surrounding calls to 
ƵƐĞ ‘ƚŚĞůĞĂƐƚƌĞƐƚƌŝĐƚŝǀĞŵĞĂƐƵƌĞ ? ?ĞƉĂƌƚŵĞŶƚŽĨ,ĞĂůƚŚ ? ? ? ? ? ?,ĂƌƌŝƐĞƚĂů ? ?
1989; NICE, 2005). Questions are raised as to why these methods are 
considered least desirable; whom they are least desirable and indeed least 
restrictive for. The net bed and mechanical restraint, for example, might be 
justified in being considered the most restrictive method for a patient given 
the lack of freedom of movement afforded to patients contained by each of 
these methods. Open area seclusion however, is arguably lesser restrictive for 
the patient of the three methods, although perhaps more demanding of staff. 
Open area seclusion requires a staff member to observe and to be in close 
proximity to the patient at all times (Bowers et al., 2004). In the event of 
violence or aggression, this close proximity to patients places staff at 
increased risk of potential physical injury. Where staff are reported to both 
fear and abject forensic psychiatric patients, this close proximity may further 
heighten staff anxieties, thus requiring greater emotional work in managing 
these feelings whilst maintaining a professional persona and the outward 
appearance of coping (Haas, 1977; Hochschild, 1983; Jacob et al., 2009; Jacob 
& Holmes 2011a; 2011b). The physical and emotional effort of both staff and 
patient in experiencing each of these containment methods therefore need to 
be considered in contemplating what might be deemed the least restrictive 
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method while weighing up the physical and emotional costs of employing 
these interventions.  
 
With the exceptions of the net bed, open area seclusion and mechanical 
restraint, familiarity with the containment measures was positively associated 
with staff scores of acceptability in their use. Staff who had experience of 
using those containment measures depicted, were more likely to score them 
as being more acceptable than those staff who had not used them. This is in 
ƐƵƉƉŽƌƚ ŽĨ ƚŚĞ ƐƚƵĚǇ ?Ɛ ƌĞƐĞĂƌĐŚ ŚǇƉŽƚŚĞƐŝƐ ? dŚĞƐĞ ƉŽƐŝƚŝǀĞ ĂƐƐŽĐŝĂƚŝŽŶƐ
between experience and acceptability have been proposed as being due to 
containment measures being perhaps less unpleasant and restrictive than 
generally perceived (Harris et al,. 1989). Staff may have become habituated or 
institutionalised into perceiving these methods as being more acceptable 
(Harris et al., 1989; Lawrence et al., 2009). Furthermore, staff who use, 
authorise or employ these containment measures may score them as being 
more acceptable by way of seeking justification for their actions (Exworthy et 
al., 2001; Harris et al., 1989; Lawrence et al., 2009).   
 
The associations between institutionalisation, justification of actions and 
acceptability is supported by the finding that physical restraint was scored as 
being significantly more acceptable amongst staff working on the admission 
and Intensive Care wards than the treatment and pre-discharge wards. Due to 
the nature of the admission and Intensive care wards; the challenging 
patients that they contain, coupled with the assertions that younger, more 
newly admitted patients most frequently require containment, there is an 
inherent expectation that containment measures would be more frequently 
required (Ahmed & Lepnurm, 2001; Beck et al., 2008; Pannu & Milne, 2008; 
Thomas et al., 2009). These expectations become part of the accepted rules, 
norms and practices of these wards (Lawrence & Suddaby, 2006; Lawrence et 
al., 2009). In turn, staff expectations, attitudes and actions become 
intertwined; thus mutually forming  and reinforcing the ward culture of what 
is acceptable (Lawrence & Suddaby, 2006; Lawrence et al., 2009). 
PATIENTS 
Patients ranked use of prn medication, time out and intermittent 
observations as being the three most acceptable methods of containment. 
Compulsory intramuscular sedation, mechanical restraint and use of a net bed 
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were ranked least acceptable. No significant differences were found between 
patient scores across the four wards, indicating less variance in patient 
perceptions than those of staff.  
 
WĂƚŝĞŶƚƐ ? ƌĂŶŬŝŶŐƐ ŽĨ ƚŚĞ ƚŚƌĞĞ ŵŽƐƚ ĂĐĐĞƉƚĂďůĞcontainment measures are 
interesting given that they refer to different types of containment, neither of 
which require physical contact nor involuntary interventions. This is in 
keeping with other study findings where patients value respect, privacy and 
procedural justice where coercion is deemed necessary and patients are given 
opportunities and responsibilities to share in the decision-making processes 
surrounding their care (Brunt & Rask, 2007; Harris et al., 1989; Keski-Valkama 
et al., 2010; Olofsson & Jacobsson, 2001; Olofsson & Norberg, 2001). 
 
Where forced medication by way of intramuscular sedation has been 
previously discussed as being complex and most likely involving more than 
one coercive intervention, prn medication as depicted within this 
questŝŽŶŶĂŝƌĞŚĂƐĞŵƉŚĂƐĞƐŝŶďĞŝŶŐ ‘ĂĐĐĞƉƚĞĚǀŽůƵŶƚĂƌŝůǇ ?ĂŶĚĂƐƐƵĐŚŝƐůĞƐƐ
intrusive and more of a consensual arrangement. The symbolic meaning of 
agreement and compliance rather than necessarily the treatment effects of 
medication and coercive interventions are therefore perhaps of greater 
importance and value in determining the least restrictive outcomes from a 
patient perspective (Brunt & Rask, 2007; Harris et al., 1989; Keski-Valkama et 
al., 2010; Olofsson & Jacobsson, 2001; Olofsson & Norberg, 2001). 
 
Patient scores of voluntary interventions being more acceptable than 
involuntary interventions is hardly surprising given the institutional sanctions 
and emphases on security imposed on them already. Time out as the next 
most acceptable option, described as Ă  ‘ƉĂƚŝĞŶƚ ĂƐŬĞĚ ƚŽ ƐƚĂǇ ŝŶ Ă ƌŽŽŵ Žƌ
ĂƌĞĂĨŽƌĂƉĞƌŝŽĚŽĨƚŝŵĞǁŝƚŚŽƵƚƚŚĞĚŽŽƌďĞŝŶŐůŽĐŬĞĚ ?ĂůƐŽƐƵŐŐĞƐƚƐŐƌĞĂƚĞƌ
freedom than if a patient were to be secluded. While intermittent 
ŽďƐĞƌǀĂƚŝŽŶ ? ĚĞƐĐƌŝďĞĚ ĂƐ ŝŶĐůƵĚŝŶŐ ƚŚĞ  ‘ĂůůŽĐĂƚŝŽŶ ŽĨƌĞƐƉŽŶƐŝďŝůŝƚǇ ƚŽ an 
ŝŶĚŝǀŝĚƵĂů ŶƵƌƐĞ Žƌ ǁŽƌŬĞƌ ? ŵŝŐŚƚ ďĞ ƉĞƌĐĞŝǀĞĚ ĂƐ ƉĂƚŝĞŶƚƐ ŚĂǀŝŶŐ ŐƌĞĂƚĞƌ
time and contact with staff. Positive and therapeutic contact with staff are 
perhaps lesser known and experienced to patients given the often negative 
perceptions and attitudes towards them (Jacob & Holmes, 2009; Jacob & 
Holmes, 2011a; 2011b). Patient scores of acceptability of containment 
measures therefore appear to be related to choice, freedom and respect in 
being able to make decisions and opportunities to form relationships with 
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others (Brunt & Rask, 2007; Harris et al., 1989; Keski-Valkama et al., 2010; 
Olofsson & Jacobsson, 2001; Olofsson & Norberg, 2001). 
STAFF & PATIENTS COMPARED  
Where comparing staff and patient scores for acceptability of containment 
measures, significant differences were found between nine of the eleven 
containment measures; the exceptions being use of the net bed and open 
area seclusion. Staff scored the other nine containment measures as being 
significantly more acceptable than patients.  
 
It is perhaps unsurprising that staff score these containment measures as 
being more acceptable than patients, since it is those patients considered 
 ‘ĚĞǀŝĂŶƚƐ ? ?ŝŶƚŚĞƚŚĞŽƌĞƚŝĐĂůƌĂƚŚĞƌƚŚĂŶƚŚĞƉĞũŽƌĂƚŝǀĞƐĞŶƐĞ ?ǁŚŽĂƌĞƐƵďũĞĐƚ
to such measures. Whilst staff and patients both experience the use of these 
containment measures, the  “subjector ? and ƚŚĞ  “subjectee ? are likely to 
experience such methods in different ways. Patients, on the one hand, are 
subject to containment measures when they challenge the rules and 
boundaries of the organisation. Staff, on the other hand are obliged to 
enforce institutional rules and reinforce greater sanctions in the form of 
containment measures when patients do not conform. Patients who are 
considered  “deviants ? and rule-breakers and staff who are considered rule 
enforcers, therefore each experience containment measures from opposing 
sides. If staff are to work within such institutionally prescribed roles, they 
must first accept and accommodate such values and beliefs in order to 
sanction them effectively (Lawrence & Suddaby, 2006; Lawrence et al., 2009). 
Patients, in contrast, choose whether or not to conform to such institutional 
rules, however, failure to conform result in consequences and greater 
sanctions being imposed upon them. Already accommodated under the most 
extreme conditions of secure hospitals and already considered the most 
extreme of deviants, coercive measures are the greatest sanctions that 
patients will  experience if they continue to break rules. Thus, in order for 
staff to work in secure settings, they must accept such institutional rules and 
expectations of them or leave. For patients however, who do not have a 
choice of whether or not to leave the hospital, they must choose to either 
behave and conform, or face the consequences of greater sanctions placed 
upon them. Those staff who accept these rules stay. Those patients who 
accept these rules behave. Those staff who do not accept these institutionally 
 231 
 
ƉƌĞƐĐƌŝďĞĚ ƌƵůĞƐ ŵĂǇ ǁĞůů ďĞ ĐŽŶƐŝĚĞƌĞĚ  ‘ĚĞǀŝĂŶƚƐ ? ƚŚĞŵƐĞůǀĞƐ ǁŝƚŚŝŶ ƚŚĞ
organisation, and those patients who do not accept these rules may further 
be considered extreme  ‘deviants amongst deviants ?. These conformers and 
rule-breakers therefore all work towards creating the internal organisational 
environment, working either with or against institutional norms. Such internal 
environments created, maintained or else disrupted by individuals each 
contribute towards the actions, experiences and uses of coercive measures 
(Lawrence & Suddaby, 2006; Lawrence et al., 2009). These will be further 
discussed through findings of the EssenCES questionnaire. 
ESSENCES 
STAFF 
The EssenCES questionnaire was used to measure ward atmosphere, 
categorised by patient cohesion, experienced safety and therapeutic hold. 
Staff scored patient cohesion and experienced safety as being higher amongst 
the treatment and pre-discharge wards in comparison with the admission 
ward and ICU. No significant differences were found in scores between the 
four wards for therapeutic hold and scores were not related to gender. Where 
comparing staff scores with previous studies, staff scores on the treatment 
and pre-discharge wards tended to be higher than average with regards 
patient cohesion and experienced safety, whilst staff scores on the admission 
ward and ICU tended to be lower than average compared with previous 
findings (Schalast et al., 2008). While such findings are consistent with 
comparing staff scores across the four wards with Rampton Hospital, possible 
reasons for this need to be considered.  
 
The treatment and pre-discharge wards are both regarded longer stay wards 
than the admission ward and ICU. For this reason, staff may score patient 
cohesion as being higher than average, perceiving patients as having greater 
opportunities to get to know one another and to build relationships over 
time. Staff may also feel safer over time since they have better knowledge 
and experience of the patients that they are required to work with (Ahmed & 
Lepnurm, 2001; Brunt & Rask, 2007; Fluttert et al., 2010). Where wards and 
the patients they contain remain constant, staff are likely to become 
habitualised to their environments (Brunt & Rask, 2007; Emirbayer & Mische, 
1998). Routines, ward function, roles and ways of working become 
normalised, all contributing towards feelings of safety and security (Brunt & 
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Rask. 2007; Emirbayer & Mische, 1998; Scott, 2001). Over time, these staff 
and longer stay patients become institutionalised to their environments 
(Emirbayer & Mische, 1998; Lawrence et al., 2009; Scott; 2001). In a sense, 
these staff and patients become desensitised to the things that they once 
might have felt uncomfortable with, thus accepting everyday occurrences as 
being the norm without question (Emirbayer & Mische, 1998; Lawrence et al., 
2009; Scott; 2001).. This sense of being at greater ease with ones 
environment over time, perhaps also contribute towards the higher scores 
amongst those staff working on longer stay wards. 
 
The ICU and admission wards in contrast might be considered more volatile 
and unpredictable. Indeed, findings from the hospital data reveal uses of 
seclusion to be significantly higher amongst the ICU and admission wards in 
comparison with the treatment and pre-discharge wards respectively. The 
relatively constant changes to patients on these wards perhaps contribute 
towards a lack of consistency in ways of working. As a result, staff on the ICU 
and admission wards perhaps do not become habitualised in the same way as 
those working on treatment and pre-discharge wards due to the continual 
changes in environment in which they work. This lessened opportunity for 
habitualisation along with the potential for greater harm in the managing of 
incidents, perhaps contribute towards greater emotional work and lower 
scores of perceived safety and patient cohesion amongst staff working on the 
admission ward and ICU since staff are constantly challenged to adapt to 
changes in ward dynamics.  
 
In addition to the above being potential influences on the lower scores for 
patient cohesion, the ward regime on the ICU is somewhat stricter than other 
wards within the Mental Health Directorate due to greater emphases on 
safety and security. Patients are expected to spend more time together 
through doing ward activities as a whole. Expectation rather than choice may 
in itself be a contributing factor to lower scores. The aim of the ward is to 
manage patients during acute phases and is thus seen as a short term 
requirement. The admission ward is similarly a place for shorter admissions, 
where patients are potentially admitted either through the courts, prisons or 
from other hospitals for periods of assessment. Again, this ward might be 
viewed as volatile and unpredictable due to the acute phases of patient 
admissions and lack of knowledge and experience of working with these 
patients as individuals. Patients on each of these wards are perhaps perceived 
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as investing less into relationships during this time, either as a result of their 
mental state preventing them from doing so, or as a result of the ward being 
viewed as too volatile a place for relationships to be formed. Perhaps where 
patients are perceived as being dangerous and as deviants at their most 
extreme, less emotional investments are made into working with such 
ƉĂƚŝĞŶƚƐ ĞŝƚŚĞƌ ŝŶƚĞŶƚŝŽŶĂůůǇ Žƌ ƵŶŝŶƚĞŶƚŝŽŶĂůůǇ  ?ĂƚŝůůĂŶĂ  ?  ?ƵŶŶŽ ?  ? ? ? ? ?
Emirbayer & Mische, 1998; Lawrence, Suddaby & Leca, 2009). Not only are 
patients accommodated on these wards as a short stay measure, but staff 
may also physically and emotionally detach themselves by way of self-
preservation (Hochschild, 1983). Where this occurs, scores for patient 
cohesion will be lower, reflecting the greater emotional efforts and 
institutional demands placed upon staff working within the ICU and admission 
wards.  
PATIENTS 
Significant differences were found in patient scores of experienced safety 
between each of the four wards. Patients on the treatment and pre-discharge 
wards scored experienced safety as being significantly higher than those 
patients on the ICU and admission wards respectively, indicating that patients 
residing on the treatment and pre-discharge wards felt significantly safer than 
patients on the ICU and admission wards according to the EssenCES scale. 
Where comparing these scores with those of patients from previous studies, 
patients on each of the four wards were found to score experienced safety as 
being between average to higher than average (Schalast, 2008). No significant 
differences were found between patient scores of patient cohesion, or 
therapeutic hold across the four wards.  
Perhaps patients feel safer on the treatment and pre-discharge wards due to 
having spent longer periods of time on those wards. Where comparing these 
findings with incidents of seclusion on the wards, the number of incidents 
requiring seclusion were significantly higher amongst the admission ward and 
ICU in comparison with the treatment and pre-discharge wards. Only one 
incident of seclusion was recorded on the treatment ward over the one year 
study period, whilst no incidents on the pre-discharge ward were recorded 
since the pre-discharge does not have seclusion facilities. There were no 
significant differences in reasons for seclusion between patients attacking 
fellow patients and patients attacking staff. Whilst patients on the admission 
and ICU wards may not necessarily be involved in seclusion incidents per se, 
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patients were therefore still likely to have been victim to patient attacks or 
been witness to such incidents at some point during their stay, thus impacting 
upon patient perceptions of safety. 
STAFF & PATIENTS COMPARED 
Where comparing staff and patient scores for ward atmosphere, patients 
were found to score patient cohesion and experienced safety significantly 
higher than staff; indicating that patients perceive both ward environment to 
be more supportive and safer. Staff however, perceived ward environment as 
being more therapeutic than patients. These findings are in support of 
previous studies ?ĂůƚŚŽƵŐŚƚŚĞƌĞŝƐĂŶĂƉƉĂƌĞŶƚƉĂƌĂĚŽǆďĞƚǁĞĞŶƚŚŽƐĞ ‘ďĞŝŶŐ
ĐŽŶƚƌŽůůĞĚ ? ƐĞĞŵŝŶŐ ƚŽ ĨĞĞů ŵŽƌĞ Ăƚ ĞĂƐĞ ƚŚĂŶ ƚŚŽƐĞ doing the  ‘ĐŽŶƚƌŽůůŝŶŐ ? 
(Martin, 1984; Schalast, 2008).  
 
Patients perhaps perceive patient cohesion more favourably than staff as a 
result of micro-communities formed amongst deviants themselves (Becker, 
1963; Lemert, 1951). Becker (1963) proposed that while rule-breakers might 
be considered outsiders and deviants amongst the majority, these deviants in 
turn find roles for themselves within deviant spaces. These roles are 
comparable to those of wider communities and society as a whole (Becker, 
1963). Patients perhaps feel safer than staff in this environment for the 
reason that they are deviants within their own deviant community. Not only 
are they shielded from the outside world where their extreme deviant status 
would be more apparent, but also, because it is the staff, rather than other 
patients that have to deal with, manage and control any rule-breaking 
behaviours. Within the confines of the high secure hospital, the onus of 
responsibility is shifted from the patient to staff in dealing with, managing 
and controlling any rule-breaking behaviours. Staff are bound by institutional 
expectations and are required to actively manage their personal and 
professional selves within the workplace. Although patients are expected to 
conform to institutional rules or else experience the consequences of 
coercion, within the confines of the restrictive regimes of a high secure 
hospital, patients are passively subject to the institution, while staff hold 
professional, legal and ethical duties in their roles as healthcare workers and 
security agents. The expectations of staff to maintain institutional rules and 
boundaries are not only demanding in terms of levels of responsibility and 
emotional effort but also in terms of risk of harm and injury in managing 
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incidents. Even during coercive interventions and security procedures, staff 
are expected to perform their duties in a therapeutic manner, etched within 
their roles as healthcare professionals. Staff experiences of their roles in 
working within a high secure hospital; managing security, care and conducting 
coercive measures will therefore be explored throughout discussions of 
interviews with staff. 
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INTERVIEW ANALYSIS 
From the interviews with staff it is apparent that working within a high secure 
hospital environment is both physically and emotionally demanding. While 
staff are trained into the institutionalised processes of security procedures, 
assessing risk and managing violence and aggression, these practices do not 
sit comfortably with their roles as healthcare professionals. Staff highlighted 
recurring conflicts and tensions between their personal and professional 
selves; revelatory of the levels of the institutional and emotional work 
undertaken on a daily basis. The conflicting roles, values and identities were 
most often apparent where institutional and emotional work were at a peak; 
most notably during the management of incidents requiring the employment 
coercive measures. The influences upon the institutional and emotional work 
undertaken by staff will be explored and discussed at three levels; the 
institution, organisation and the individual. 
THE INSTITUTION 
At the institutional level, staff frequently made distinctions between the 
 ‘ŝŶƐŝĚĞ ?ĂŶĚ ‘ŽƵƚƐŝĚĞ ? ?ƌĞĨĞƌƌŝŶŐƚŽƚŚŽƐĞǁŚŽŵĂŬĞĂƐƐƵŵƉƚŝŽŶƐǁŝƚŚƌĞŐĂƌĚƐ
to what happens within secure hospitals in contrast to those who have real 
lived experiences. Such divisions between the inside and outside contribute 
ƚŽǁĂƌĚƐƐĞǀĞƌĂůƚŚĞŵĞƐ ?ŝ ?ƚŚĞŶŽƚŝŽŶŽĨĂ ‘ƚŽƚĂůŝŶƐƚƚƵ ŝŽŶ ? ?'ŽĨĨŵĂŶ ? ? ? ? ? ? ?
ii) staff knowledge, experience and expertise; and iii) the legitimisation, 
reinforcement and reproduction of the institution and its inherent values.  
THE TOTAL INSTITUTION 
The distinctions made by staff between the inside and outside of the 
institution draw attention towards what Goffman (1961) would refer to as a 
 ‘ƚŽƚĂů ŝŶƐƚŝƚƵƚŝŽŶ ? ? dŚŝƐ ƚŽƚĂů ŝŶƐƚŝƚƵƚŝŽŶ ŝƐ ŶŽƚ ŽŶůǇ ĂƉƉĂƌĞŶƚ ŝŶ ƚŚĞ ƉŚǇƐŝĐĂů
sense of the hospital being surrounded by prominent high fences, effectively 
shielding itself from those on the outside, but also through ƐƚĂĨĨ ?Ɛ ƐĞŶƐĞ ŽĨ
isolation from outsiders and what is often perceived by outsiders as the 
enigmatic nature of the work conducted within. Staff often spoke of not being 
able to speak to outsiders who do not understand their work and roles, and 
also of secure hospitals being mysterious places to those on the outside, with 
frequent misunderstandings of secure hospitals being prisons or places of 
punishment. Staff also highlighted the negativity through which the media 
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portrayed high secure hospitals and those residing within, along with the 
negative attitudes and lack of understanding from those of the public.  
 
For those on the outside, where staff are unwilling or unable to talk about 
their work, the media is perhaps the most accessible source of information 
regarding secure hospitals that is readily available to the public. From 
informal conversations with staff, their fears of talking publically about their 
work appear to ĐŽŶƚŝŶƵĞĂƐĂƌĞƐƵůƚŽĨƚŚĞŚŽƐƉŝƚĂů ?ƐƉƌĞǀŝŽƵƐƐĐĂŶĚĂůŚŝƐƚŽƌǇ, 
with the mistrust and suspicion of newcomers and outsiders being reporters 
remaining rife. This coupled with public fears conflated by the media, result in 
a deepening cycle of physical and emotional distancing, exclusion and 
alienation. Although the information portrayed by the media may neither be 
accurate, reliable nor representative of what actually occurs, the emphases 
and proliferations of dangerousness reinforce public fears and anxieties 
surrounding those deemed to require containment, as well as the hospitals 
constructed to contain them. Such perceptions of dangerousness, coupled 
with public fears, anxieties and apprehensions support and in turn create and 
legitimise the need for high secure hospitals, while the staff working within 
such organisations are expected to deal with, manage and contain such 
violent, dangerous and unpredictably deviant individuals so that the public do 
not have to. 
 
High secure hospitals as means of social order and control, thus have the 
effects of both isolating  ‘ĚĞǀŝĂŶƚƐ ?as well as the staff employed to contain 
them. The physical separations of  ‘deviants ? inside the hospital from  ‘non-
deviants ? ŽŶƚŚĞŽƵƚƐŝĚĞĨŽƐƚĞƌƚŚĞŶŽƚŝŽŶŽĨ  ‘ŽƵƚŽĨƐŝŐŚƚ ?ŽƵƚŽĨŵŝŶĚ ?. The 
societal negotiations and requirements for such institutions are maintained, 
whilst the expectations, responsibilities and demands placed upon those staff 
working within such organisations are easily overlooked and forgotten about. 
dŚĞ ƉƵďůŝĐ ?Ɛ ĚŝƐƚĂŶĐŝŶŐ ŽĨ ĚĞǀŝĂŶƚƐ ƚŚĞƌĞĨŽƌĞ ŶŽƚ ŽŶůǇ ŚĂƐ ƚŚĞ ĞĨĨĞĐƚƐ ŽĨ
ŵĂƌŐŝŶĂůŝƐŝŶŐ ƚŚĞ  ‘ŵĂĚ ? ďĂĚ ĂŶĚ ĚĂŶŐĞƌŽƵƐ ? ĨƌŽŵ ǁŝĚĞƌ ƐŽĐŝĞƚǇ ? ďƵƚ ĂůƐŽ ŝŶ
marginalising those individuals working within. As such, an increasingly 
isolated, insular community is created between patients and staff inside 
secure institutions as previously discussed in Chapter 1 and the notion of 
inside and outside adopted and maintained through the physical separation 
of the organisation behind high walls and fences (Becker, 1963; Goffman, 
1961; Lemert, 1951; Martin, 1984). 
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STAFF KNOWLEDGE, EXPERIENCE AND EXPERTISE 
Staff spoke of their specialised roles, expertise and knowledge of working in a 
high secure hospital as being twofold. On the one hand they were seen as 
those most specialised in working within secure hospitals and thus holding a 
degree of kudos and esteem within such organisations. On the other hand 
however, such specialist knowledge appeared to come at the price of feeling 
increasingly isolated, distanced and detached from others outside of the 
organisation. In becoming such specialised practitioners, staff frequently 
voiced the challenges they face in talking about their work to outsiders, and 
even to close family and friends. There was a real sense here that staff in their 
professional roles felt as closed off to the outside world as the patients they 
work with. In working with deviants, staff too inadvertently become deviants 
themselves; creating ironic parallels between the deviant roles of staff and 
patients within society. This stark realisation is perhaps a motivating factor for 
staff to remain working within an organisation where the rules, philosophies 
and practices expected of them may not always be agreeable with their 
personal values or training as healthcare professionals but which provides the 
ƐĂĨĞƚǇŽĨďĞŝŶŐ ‘ƐŽŵĞďŽĚǇ ?ƌĂƚŚĞƌƚŚĂŶ ‘ŶŽďŽĚǇ ? ?The status afforded to those 
working in a high secure hospital reinforce justification of the coercive actions 
that staff perform and are expected to perform. The feelings of safety and 
security in remaining within the organisation are seemingly also associated 
with staff knowing their place, role and having some authority, rather than to 
risk working on the outside where their skills and knowledge are not 
necessarily required, desirable or transferable. Moreover, perhaps while 
there are fears and dangers of working within the potentially violent and 
hostile organisation, the fear of the unknown is greater than the fear of the 
known.  
 
From a staff perspective, the challenges faced in talking about their work 
appears to be several-fold. At the forefront, there appears to be an apparent 
lack of understanding from those outside of the organisation. The actual 
difficulties in talking about their emotions and emotional challenges in 
working in such an environment may also be attributed to the institutional 
demands and expectations of staff to maintain public order and safety, in a 
way that to reveal any emotional distress might be seen as to reveal some 
ŬŝŶĚ ŽĨ  ‘ǁĞĂŬŶĞƐƐ ? Žƌ ĨĂůůĂĐǇ ŝŶ ĐŽƉŝŶŐ ǁŝƚŚ ƐƵĐŚ Ă ƐƉĞĐŝĂůŝƐĞĚ ƌŽůĞ, coupled 
with a fear of losing this status. An internal investigation occurring during the 
time of these interviews, served to reinforce staff fears of needing to follow 
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strict institutional orders and the fallibility of this status where tightly 
governed rules are disobeyed. Staff may feel a duty to protect the public not 
only from the people that they work with but also from the emotional work 
and actions they engage in. Finally and ultimately, staff are duty bound by 
their profession not to breach the confidentiality of those that they care for, 
manage and contain, and as such their very profession requires of them a 
degree of discretion surrounding their work. The fears and anxieties 
surrounding their roles, responsibilities and justifications for their actions may 
stem not only from the ongoing traumas of investigations and constant public 
scrutiny but also from the continued levels of strong governance resulting 
from such inquiries (Martin, 1984). These factors all contribute towards the 
emotional work conducted by staff in managing such stressors and emotions, 
either internally or collectively with colleagues and other staff who 
understand. 
INSTITUTIONAL LEGITIMISATION, REINFORCEMENT AND REPRODUCTION 
Where staff seek the mutual support and understanding of fellow colleagues, 
relationships and support systems are formed within the organisation. In this 
ƐĞŶƐĞ ?ƚŚĞŽƌŐĂŶŝƐĂƚŝŽŶďĞĐŽŵĞƐĞǆĐůƵƐŝǀĞĂŶĚƉĂƌƚŝĂůůǇ ‘ĐůŽƐĞĚ ?ƚŽƚŚĞŽƵƚƐŝĚĞ
world since such mutual understandings between staff can only be 
appreciated through their specialised roles and shared experiences. Each of 
these factors then arguably have the effects of legitimising and further 
maintaining the ideologies of the institution, the isolation and the internal 
ǁŽƌŬŝŶŐƐŽĨ ƚŚĞ ŽƌŐĂŶŝƐĂƚŝŽŶ ?dŚĞŵĞĚŝĂ ?Ɛ ĐŽŶĨůĂƚĞĚ ŝĚĞĂƐŽĨĚĂŶŐĞƌŽƵƐŶĞƐƐ
coupled with staff inabilities to talk about their work to outsiders renders the 
public reliant upon the media as their only source of information regarding 
high secure hospitals. This in turn results in the perpetuation of the enigmatic 
yet perilous nature of high secure hospitals and of the people that they 
ĐŽŶƚĂŝŶ ?  ^ƚĂĨĨ ƚŚĞŵƐĞůǀĞƐ ŝŶ ĨĞĞůŝŶŐ ůŝŬĞ  ‘ŽƵƚƐŝĚĞƌƐ ? ŝŶ ƚŚĞ ŽƵƚƐŝĚĞ ǁŽƌůĚ
become alienated and estranged, instead seeking the support of their 
colleagues and as such reinforce the organisation as specialist, unique and 
detached. The internal culture of the hospital remains concealed, emotions 
remain hidden and actions of containment and coercion continue relatively 
without question. Thus, this cycle of mystery, enigma and exclusivity all work 
conjointly towards creating, preserving and maintaining the legitimacy of the 
forensic psychiatric institution and high secure hospital organisation without 
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questions and exposure to and from the outside world (Martin, 1984; 
Lawrence & Suddaby, 2006; Lawrence et al., 2009).  
THE ORGANISATION 
Institutional work at an organisational level appears to serve two primary 
functions. Staff most notably refer to that of organisational structure relating 
to the order of the organisation, and that of organisational role relating to 
that of order within the organisation. Staff spoke of the order of the 
ŽƌŐĂŶŝƐĂƚŝŽŶ ŝŶ ƚĞƌŵƐ ŽĨ ƚŚĞ ŚŽƐƉŝƚĂů ?Ɛ ŐŽǀĞƌŶĂŶĐĞ ? ƉƌŽĨĞƐƐŝŽŶĂů ƌŽůĞ ĂŶĚ
training. Order within the organisation in contrast was spoken about by staff 
in terms of how such structures, rules and practices are abided by, practiced 
and maintained. Whilst the order of the organisation is largely dictated by the 
institution and organisation itself, order within the organisation is therefore 
largely influenced by the actions of those within; each recursively influencing 
the other. Each of these will be discussed in turn. 
ORDER OF THE ORGANISATION: STRUCTURE, HIERARCHY, ROLE 
Staff frequently referred to secure hospitals as being unusual places, often 
being misunderstood and mistaken for prisons, with staff themselves being 
challenged in balancing care with the security arrangements expected of 
them. Staff regularly spoke of the security requirements taking a priority over 
nursing, with security measures dictating the care and treatment given. Given 
that secure hospitals were created since both prisons and psychiatric services 
ǁĞƌĞ ĚĞĞŵĞĚ ŝŶƐƵĨĨŝĐŝĞŶƚ ƉůĂĐĞƐ ĨŽƌ ƚŚŽƐĞ ĐŽŶƐŝĚĞƌĞĚ  ‘ŵĂĚ ? ďĂĚ ĂŶĚ
ĚĂŶŐĞƌŽƵƐ ? ? ŝƚ ŝƐ ƉĞƌŚĂƉƐ ƵŶƐƵƌƉƌŝƐŝŶŐ ƚŚĂƚ ƐƵĐŚ ĐŽŶĨƵƐŝŽŶƐ ĂƌĞ ĂƉƉĂƌĞŶƚ ?
particularly to those on the outside. What these challenges also illustrate 
however, are the underlying conflicts, tensions and dilemmas internal to an 
organisation constructed of pluralistic disciplines, namely; legal and 
psychiatric systems regulated by the Home Office and NHS. While the Home 
Office has a major role in the security arrangements of secure hospitals, legal 
and penal systems, the NHS should instead hold priorities in care. In taking 
over the ownership and management of the hospital however, staff were 
noted to criticise the NHS in overemphasising the role of security in place of 
care, such that nursing became secondary to safety and security.  
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For staff from healthcare backgrounds to be working within a hospital setting 
where security measures are required, dissonance is created between general 
expectations and actual institutional practices. As Kraatz and Block (2009) 
ƐƚĂƚĞ P  “ƉůƵƌĂůŝƐŵ ŝŶ ƚŚĞ ŝŶƐƚŝƚƵƚŝŽŶĂů ĞŶǀŝƌŽŶŵĞŶƚ ŚĂƐƚŚĞ ĞĨĨĞĐƚ ŽĨ ĐƌĞĂƚŝŶŐ
persistent internal tensions within the individual organisation itself. 
Contending logics interpenetrate the pluralistic organisation, and different 
ƉĞŽƉůĞǁŝƚŚŝŶŝƚƐďŽƵŶĚĂƌŝĞƐƉƌŽũĞĐƚĚŝĨĨĞƌĞŶƚŝĚĞŶƚŝƚŝĞƐĂŶĚƉƵƌƉŽƐĞƐƵƉŽŶŝƚ ?
(p 71). The tensions and conflicts arising from working within a pluralistic 
institution is revelatory of the work and effort required by individuals in 
attempting to bridge the legal and psychiatric disciplines. While the overall 
institution and organisation remains relatively stable through the dominant 
ƌĞŐƵůĂƚŝǀĞ ŵĞĐŚĂŶŝƐŵƐ ŽĨ ƚŚĞ ŚŽƐƉŝƚĂů ?Ɛ ŐŽǀĞƌŶŝŶŐ ďŽĚŝĞƐ, the individuals 
working within the organisation similarly hold influences on the internal 
workings of the organisation that each work towards influencing whether 
institutions are created, disrupted or maintained (Lawrence & Suddaby, 2006; 
Lawrence et al., 2009).  
 
The majority of staff working within the hospital are of healthcare 
backgrounds and seemingly identify themselves as such. Once employed by 
the hospital however, staff are required to undertake various levels of 
training in the management of violence and aggression. Staff of different 
professional roles are braced with different expectations, such that ward-
based staff are required to undertake the higher levels of training, while non-
ward-based staff would only be required to undertake basic level training.  
Levels of training, associated staff roles and expectations all appear to 
influence and be influenced by institutional work. Indeed levels of training, 
the types of wards on which staff work as well as the frequencies of which 
they are required to conduct coercive measures appear to be associated with 
kudos and esteem. Staff distinctions made between those who restrain and 
those who do not, is comparable to those distinctions previously made with 
regards insiders and outsiders; those who have experienced and therefore 
understand, in comparison with those who have not experienced and 
therefore considered unable to understand and appreciate the role, 
responsibilities and processes of being called upon to contain violent 
incidents. Despite the act of conducting coercive measures being within the 
organisation, the notion of insiders and outsiders within the institution 
therefore remains and the concept of institutions within institutions and 
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deviants amongst deviants, suitably applied here (Becker, 1963; Lemert, 
1951).  
 
Ward-ďĂƐĞĚ ? Žƌ ŽƚŚĞƌǁŝƐĞ ƚĞƌŵĞĚ  ‘ĚŝƌĞĐƚ ĐĂƌĞ ƐƚĂĨĨ ? ŝŶĐůƵĚĞĚ ŶƵƌƐĞƐ ĂŶĚ
nursing assistants whose time are largely spent on the wards with the 
greatest responsibilities in maintaining institutional rules, boundaries and 
control. Non-direct care staff in contrast include psychologists, social workers, 
occupational therapists and responsible clinicians; those who spend time on 
the wards but are not based on the wards as such. Whilst the psychologist 
viewed their lack of involvement in coercive measures as being a positive 
factor in being prevented from difficult situations where detention and 
control versus therapy conflict, there is the sense that nurses and nursing and 
ŶƵƌƐŝŶŐĂƐƐŝƐƚĂŶƚƐĂƌĞƚŚĞŶůĞĨƚƚŽĚŽƚŚĞ ‘ĚŝƌƚǇǁŽƌŬ ? ?ǁŽƌŬƚŚĂƚ ŝs expected, 
necessitated, and required but not one that anyone likes to do. Furthermore, 
there is an irony in that those who spend most time with patients are also 
those whom enforce the greatest sanctions upon them. These sanctions serve 
ƚŽ ƌĞŝŶĨŽƌĐĞ ŶŽƚ ŽŶůǇ ƚŚĞ ůĞǀĞůƐ ŽĨ ƐĞĐƵƌŝƚǇ ĂŶĚ ĐŽŶƚƌŽů ŝŶǀŽůǀĞĚ ŝŶ ƐƚĂĨĨ ?Ɛ
individual roles but also collectively as an organisation and, more broadly, an 
institution.  
 
Staff identified status and esteem as being associated with their professional 
role as well as by the ward in which they are located within the hospital. Ward 
function and the patients they are designed to contain each serve to support, 
create and legitimise staff kudos, status and hierarchy within the 
organisation. Staff working on the ICU for example, frequently stated they 
ǁĞƌĞǁŽƌŬŝŶŐǁŝƚŚ ‘ƚŚĞǁŽƌƐƚŽĨƚŚĞǁŽƌƐƚ ? ?dŚŽƐĞŽŶƚhe pre-discharge ward 
however, were not only located outside of the main block and without 
seclusion facilities but were less restrictive since the pre-discharge wards 
serve as the last staying point within the hospital prior to patients being 
discharged and transferred to lower secure services.  
 
Ward functions as well the physical localities in which staff are based 
therefore seemingly preserve these notions status and hierarchy further. The 
ƉŚǇƐŝĐĂůĞŶǀŝƌŽŶŵĞŶƚŽĨǁŽƌŬŝŶŐĂŶĚďĞŝŶŐďĂƐĞĚǁŝƚŚŝŶƚŚĞ  ‘ŵĂŝŶ ďůŽĐŬ ?ŽĨ
ƚŚĞ ŚŽƐƉŝƚĂů ǁĂƐ ŽĨƚĞŶ ƌĞĨĞƌƌĞĚ ƚŽ ĂƐ ƚŚĞ  ‘ŝŶƐŝĚĞ ? ĂŶĚ ƚŚĞƌĞĨŽƌĞ ƐĞĞŶ ĂƐ ƚŚĞ
most restrictive and highly controlled part of the hospital. Those located 
outside of the main block however, are seen as less restrictive both physically 
and in ward function amongst the Mental Health Directorate. Whilst the 
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majority of the nursing staff interviewed were located within the main block 
of the hospital, the doctors, social workers and psychologists were located on 
ƚŚĞ ‘ŽƵƚƐŝĚĞ ? ?ƐĞƌǀŝŶŐƚŽƌĞŝŶĨŽƌĐĞƚŚĞĚŝstinctions and elite statuses of those 
who are required to conduct restraint and seclusion. Not only were non-ward 
based staff therefore considered outsiders in terms of their role and not 
having to physically conduct coercive measures, in addition, their offices were 
also located on the outside. Institutional influences and expectations upon 
staff role and ward function therefore seem to work conjointly with staff 
actions in mutually reinforcing such status and hierarchy within the 
organisation.  
ORDER WITHIN THE ORGANISATION: BOUNDARIES, RULES, CONTROL 
In order to work within an organisation of such highly structured practices, 
rules and boundaries, staff are seemingly first required to accommodate the 
values and philosophies of the institution in order to perform their duties 
ĞĨĨĞĐƚŝǀĞůǇ ?dŚƌŽƵŐŚƚŚĞůĂŶŐƵĂŐĞŽĨ ‘ŬŶŽǁŝŶŐ ? ? ‘ŬŶŽǁůĞĚŐĞ ?ĂŶĚ ‘ĞǆƉĞƌŝĞŶĐĞ ? ?
staff talk about accommodating the institution in terms of internalising 
organisation values; taking on the rules, principles and norms of the 
institution in order to work there. The power of the institution, institutional 
values and practices were very much apparent during the interviews where 
staff would tentatively question yet justify the ways of the institution. There 
was very much the sense that staff must believe in the values of the 
institution in order to perform the actions expected of them within such a 
highly regimented organisation, even though this often required staff to put 
their personal feelings and morals to one side whilst adopting a work identity, 
ŵƵĐŚŝŶĐŽŵŵŽŶǁŝƚŚ,ŽĐŚƐĐŚŝůĚ ?ƐǁƌŝƚŝŶŐƐŽŶĞŵŽƚŝŽŶĂůůĂďŽƵƌ ?,ŽĐŚƐĐŚŝůĚ ?
 ? ? ? ? ?WůĂĐŝŶŐƚŚĞǀĂůƵĞƐŽĨƚŚĞŝŶƐƚŝƚƵƚŝŽŶŝŶĨƌŽŶƚŽĨŽŶĞ ?ƐŽǁŶƌĞƋƵŝƌĞƐŐƌĞĂƚ
effort, institutional and emotional work (Hochschild, 1983; Lawrence & 
Suddaby, 2006; Lawrence et al., 2009). While both institutional and emotional 
work are invariably interlinked, institutional work in this context may refer to 
the internalisation of institutional values, whilst emotional work may refer to 
the displacement of personal feelings in relation to the work required of staff 
(Hochschild, 1983; Lawrence & Suddaby, 2006; Lawrence et al., 2009). 
 
Through the internalisation of organisational values; becoming 
institutionalised and accommodating institutional rules and boundaries, staff 
are expected to enforce such rules on each of the wards. Throughout the 
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interviews staff refer to staff and patient knowledge and awareness of 
organisational rules, boundaries and expectations as being important in 
upholding and maintaining such structures, ward functions and routines. Staff 
ƌĞĨĞƌƚŽƚŚĞĐŽŶĐĞƉƚŽĨ ‘ŬŶŽǁŝŶŐ ? ?ƌĞůĂƚŝŶŐƚŽďŽƚŚƐ ĂĨĨĂŶĚƉĂƚŝĞŶƚŬŶŽǁůĞĚŐĞ
and awareness of organisation rules, values, boundaries and expectations. In 
applying organisational routines, rules and boundaries to the workplace, 
indeed these are only relevant if individuals are aware of them. However, 
ĚĞƐƉŝƚĞƐƚĂĨĨĂƚƚĞŵƉƚƐƚŽĞƐƚĂďůŝƐŚ ‘ĨŝƌŵďŽƵŶĚĂƌŝĞƐ ? ?ƐƚĂĨĨĚĞƐĐƌŝďĞĚŝĨĨĞƌĞŶĐĞƐ
in ward boundaries as collective phenomenon as well as differences in staff 
boundaries individually. While there is an overarching organisational structure 
imposed through policies and procedures, ward boundaries are invariably 
established and maintained by the staff working within.  
 
The variations between wards boundaries are therefore revelatory not only of 
the differences in ward roles and functions, but also of individual staff values 
and the patients they contain. ĐĐŽƌĚŝŶŐ ƚŽ ,ŽĐŚƐĐŚŝůĚ ?Ɛ  ? ? ? ? ? ? ƚŚĞŽƌǇ ŽĨ
emotion work, these differences may be indicative of the degrees of 
detachment from personal feelings and values, namely, whether individual 
members of staff are surface acting, or whether they have become so deeply 
detached from their personal feelings and values that institutional rules and 
expectations have come to dominate their working life resulting deeper level 
acting. This personal dimension highlights the inescapable nature of an 
ŝŶĚŝǀŝĚƵĂů ?Ɛ ƉĞƌƐŽŶĂů ƐĞůĨ ĂŵŝĚƐƚ ƚŚŽƐĞ ŝŶƐƚŝƚƵƚŝŽŶĂů ĚĞŵĂŶĚƐ ƉůĂĐĞĚ ƵƉŽŶ
them, whilst working within such a highly controlled environment. The 
differences that staff identified between institutional boundaries and 
individual levels of acceptability and tolerance, perhaps not only reflect 
individual challenges in maintaining organisational expectations of order and 
control, but also the challenges of conducting institutional and emotional 
work. Whilst it would be difficult to establish or indeed measure how much 
institutional and emotional work is required by staff performing such roles, it 
is nevertheless evident that such work and effort is demanded of staff.  
 
Where staff personalities and individual levels of tolerance were identified as 
influential factors to the enforcement of rules, these may be seen as subtle 
disruptions to the overarching ward level boundaries, creating variances in 
ward rules whilst tentatively challenging those dominant organisational 
ǀĂůƵĞƐ ? dŚĞ  ‘ƉƵƐŚŝŶŐ ŽĨďŽƵŶĚĂƌŝĞƐ ? ƐŝŵŝůĂƌůǇŚŝŐŚůŝŐŚƚ ƚ Ğ role of patients in 
negotiating control, resisting and disrupting organisational arrangements. 
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While the institution imposes its own set of values, norms and beliefs, the 
organisation itself therefore has the role of establishing these through 
governance, policies and procedures. Staff in turn are expected to maintain 
these rules through the enforcement of patient boundaries and patients are 
expected to behave in certain ways as to abide by these rules, norms and 
values. The tensions and relationships between social control and deviance 
may therefore be seen as mutually interactive (Foucault, 1978; Cohen & Scull, 
1983). Where organisational expectations and individual values and actions 
are misaligned, individuals are shown to resist and disrupt such institutional 
norms and expectations. Staff may do this through establishing subtle shifts in 
ward boundaries, rules and routines, while patients may behave in ways they 
know are outside of what is expected of them; each culminating in decisions 
as to whether or not to enforce coercive sanctions. 
THE INDIVIDUAL 
It is at the individual level where institutional and emotional work can be seen 
and identified most readily through staff discussions and revelations about 
their own personal experiences of working within a high secure hospital and 
being called upon to conduct coercive measures while balancing care, safety 
and security. Staff describe processes of developing routines and rituals as 
methods of coping, becoming detached from their work in order to perform 
actions and practices expected of them by the institution that are in 
contention with their personal ideals while masking their personal fears and 
anxieties in order to conform, all of which take their toll upon staff members. 
Each of these will be discussed in turn. 
ROUTINES, RITUALS, DETACHMENT AS COPING 
Throughout the interviews staff refer to the use of coercive measures as a 
 ‘ŶĞĐĞƐƐĂƌǇ Ğǀŝů ? ? ƵƐĞĚ ĂƐ Ă  ‘ůĂƐƚ ƌĞƐŽƌƚ ? ǁŚĞŶ ƚŚĞǇ ĂƌĞ ůĞĨƚ ǁŝƚŚ  ‘ŶŽ ŽƚŚĞƌ
ŽƉƚŝŽŶ ? ?dŚŝƐŚŝŐŚůŝŐŚƚƐƚŚĞƵƐĞŽĨĐŽĞƌĐŝǀĞŵĞĂƐƵƌĞƐĂƐƚŚĞŐƌĞĂƚĞƐƚƐĂŶĐƚŝŽŶ
enforced within this already highly controlled environment. Such necessities 
seem revelatory of staff emotions surrounding such practices, feeling as 
though they have no choice but to enforce such levels of control in 
maintaining safety and security. The concept of not wanting to conduct a task 
but feeling forced and duty bound to have to, is indicative of the levels of 
institutional and emotional work staff are confronted with when managing 
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incidents and conducting coercive measures. On a personal level, staff appear 
to feel uncomfortable with the idea of using coercive measures, however, the 
alternative would be to condone violence and risk further injury to the self, 
staff and other patients. As a result, staff instead develop routines and rituals 
to manage such work. 
 
JP Martin (1984) writes about the challenges staff experience when called 
upon to conduct actions so at odds with their perceivably caring roles. The 
processes by which staff seek justifications for their actions might be 
interpreted as expressions of institutional and emotional work. Staff speak of 
 ‘ƐǁŝƚĐŚŝŶŐŽŶ ĂŶĚ ƐǁŝƚĐŚŝŶŐ ŽĨĨ ? ĨƌŽŵ ƚŚĞŝƌ ǁŽƌŬ ƌŽůĞƐ as they walk through 
the fence into and out of work. This apparent change in role and mind set of 
leaving their personal feelings to one side seemingly illustrated the routines, 
rituals and processes by which staff perform institutional and emotional work; 
detaching and separating their personal selves from those required of them 
within their professional capacities. A degree of detachment appears to be 
required in order to satisfy professional expectations, with staff fostering 
routines and rituals in order to cope with the everyday demands the 
institution places upon them. Detachment not only from expectations but 
also from the fear and anxieties so that they can perform the roles, functions 
and methods of containment expected of them. The establishment of 
routines and rituals may represent staff attempts at becoming detached and 
ĚŝƐƐŽĐŝĂƚĞĚ ĨƌŽŵ ƚŚĞŝƌ ǁŽƌŬ ƚŚƌŽƵŐŚ ŚĂďŝƚƵĂůŝƐĂƚŝŽŶ  ?ĂƚŝůůĂŶĂ  ?  ?ƵŶŶŽ ?
2009; Emirbayer & Mische, 1998; Lawrence, Suddaby & Leca, 2009). 
Habitualised actions are seen to require less work and effort since they 
become routinised in such a way that the actions and efforts required of 
ŝŶĚŝǀŝĚƵĂůƐďĞĐŽŵĞĚŝŵŝŶŝƐŚĞĚ ? ƚŚĞǇ ŝŶĞĨĨĞĐƚďĞĐŽŵĞ  ‘ŚĂďŝƚƐ ? ƌĞƋƵŝƌŝŶŐ ůĞƐƐ
thought (Emirbayer & Mische, 1998).  The role of routines and rituals may 
therefore be seen as making work life easier for staff. 
 
In undertaking institutional and emotional work through routinising and 
ritualising however, staff detach themselves from their personal values and 
risk objectifying the patients that they work with and supposedly care for. In 
creating rituals and objectifying their care roles, staff remove the sentiments 
of the patient and themselves as a person whilst distancing themselves from 
their work and actions. Whilst this division between the personal and 
professional self may be a coping strategy, professional duty and professional 
objectivity may also risk becoming a by-word for distancing and detachment 
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from personal feelings. The distancing of oneself from personal values may 
further serve not only to overcome the traumas of patient index offences and 
the conduct of coercive measures where patient behaviours challenge ward 
rules and boundaries, but may also serve to overcome those organisational 
ǀĂůƵĞƐ ƚŚĂƚ ĐŽŶĨůŝĐƚ ǁŝƚŚ ŽŶĞ ?Ɛ ŽǁŶ ?Through objectifying patients and the 
care staff purport to provide, acts of coercion and containment become more 
readily accepted, condoned and justified. These justifications are enabled via 
the   ‘ƐǁŝƚĐŚŝŶŐ ŽŶ ĂŶĚ ƐǁŝƚĐŚŝŶŐ ŽĨĨ ? ƚŚĂƚ ƐƚĂĨĨ ĚĞƐĐƌŝďĞ ?viewing patient 
accommodated in high secure hospitals ĂƐ ďĞŝŶŐ  ‘ƚŚĞ ǁŽƌƐƚ ŽĨ ƚŚĞ ǁŽƌƐƚ ? ?
along with policies which allow these coercive measures to be sanctioned. In 
this sense, rituals and routines each work together in not only detaching 
oneself from work effort but also in dissociating the self from having to 
maintain institutional and organisational rules where these conflict with those 
of the personal self. Through the examinations of routines, rituals and 
boundaries, the interrelations between staff, patients, organisation and 
institution are demonstrated. Staff detachment from their work through the 
establishment of routines and rituals may be viewed as coping strategies and 
methods of self-preservation. In detaching oneself from ones work and in 
prioritising institutional valueƐ ŽǀĞƌ ŽŶĞ ?Ɛ ŽǁŶ ? ŝŶƐƚŝƚƵƚŝŽŶĂů ǀĂůƵĞƐ ĂƌĞ
accepted and maintained rather than being challenged; thus becoming 
enforced without question and preserved through ritualised behaviours and 
routine. Whilst it may be arguably easier for staff to go along with the 
dominant ideals of the institution, rather than risk being considered a 
 ‘ĚĞǀŝĂŶƚ ?ǁŝƚŚŝŶĂŶĂůƌĞĂĚǇĚĞǀŝĂŶƚŽƌŐĂŶŝƐĂƚŝŽŶ ? ƚŚĞƌƵůĞƐĂŶĚǀĂůƵĞƐŽĨ ƚŚĞ
institution proceed to dominate and be maintained. 
MASKING FEARS AND ANXIETIES 
During the interviews, staff openly talked about the fears and anxieties they 
experience during the process of using coercive measures. Such fears, 
anxieties and apprehensions were particularly apparent during the initial 
ƉŚĂƐĞƐŽĨƌĞƐƚƌĂŝŶƚ ?ǁŚŝĐŚǁĞƌĞƐĞĞŶĂƐƚŚĞ ‘ŶĞĂƌĞƐƚƚŚŝŶŐ ƚŽĂĨŝŐŚƚ ? ?ĂƐǁĞůů
as during the process of reintegrating patients either from seclusion or 
segregation back onto the main vicinity of the ward. These times of 
particularly heightened emotions and perceived vulnerability by staff draw 
attention towards the levels of self-control that staff are required to engage 
in; reigning in their personal feelings and preventing these from getting in the 
way of their professional roles and responsibilities. Staff descriptions of 
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heightened emotions also point towards times when greatest dissonance is 
experienced between the personal and professional self; most notably when 
ŐƌĞĂƚĞƐƚ ĞĨĨŽƌƚ ŝƐ ƌĞƋƵŝƌĞĚ ŝŶ ŵĂŝŶƚĂŝŶŝŶŐ ƉƌŽĨĞƐƐŝŽŶĂůŝƐŵ ? ĐŽŶƚƌŽůůŝŶŐ ŽŶĞ ?Ɛ
own personal emotions through increased institutional and emotional work 
and effort. This dissonance is also representative of the conflicts between 
their roles as healthcare professionals yet working in an institution where 
coercion and containment are condoned, reinforced, justified and 
professionalised.  
 
The connotations of physical restraint being compared to a confrontation, 
fight, struggle and battle is suggestive of a time when staff emotions are at 
their peak, yet institutional and professional requirements dictate that 
personal emotions cannot enter the institutional arena or influence the use of 
coercive measures, thus being a time that requires the greatest emotional 
work from staff. Indeed, if a person was being attacked anywhere other than 
work, their instinctive reaction would be to fight or flight; an option which is 
not afforded to professionals working in this environment. Not only are staff 
required to maintain control of their own personal emotions during this time 
but they are also required to maintain the standards of their professional 
governing bodies and the institution they work for, thereby suppressing their 
own emotions whilst working towards maintaining the expectations and 
standards of the institution (Hochschild, 1983; Lawrence et al., 2009). 
 
During these times, staff spoke of the importance of maintaining professional 
integrity towards colleagues and the need to demonstrate reliability and 
dependability since all staff rely upon each other for support; particularly 
during violent, aggressive and potentially dangerous incidents. Despite all 
staff speaking of incidents as being particularly chaotic, vulnerable and 
anxiety provoking times, they also felt apparently unable to talk about or 
reveal such feelings and emotions to their colleagues; instead masking and 
managing such feelings through banter, bravado and machismo. To 
demonstrate fear and aversion in managing incidents and employing coercive 
measures was seen to risk being shunned by colleagues as unreliable and 
undependable; being a deviant or outsider (Becker, 1963; Haas, 1977; Lemert, 
1951). As a result, these emotions were often suppressed and shielded from 
ĐŽůůĞĂŐƵĞƐ Ăƚ ƚŚĞ ĞǆƉĞŶƐĞ ŽĨ  ‘ĨŝƚƚŝŶŐ ŝŶ ? ĂŶĚ ŶŽƚ ďĞĐŽŵŝŶŐ Ă  ‘ĚĞǀŝĂŶƚ ? ŝŶ Ă
place where deviants are commonplace. The paradox of this masked 
behaviour is that each of the interviewees expressed this fear and 
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concealment of real feelings, yet felt unable to reveal such fear and anxieties 
to their colleagues, in turn maintaining these cycles of fear, masking and 
hidden burdens. 
 
Such bravado associated with their work and apparent coping with their role 
highlights distinctions between those hidden personal emotions and reactions 
of staff with those that are observable. The idea of the personal self and the 
displayed self is greatly in accordance with the theory of emotional work as 
previously discussed, while this sense of bravado and machoistic behaviour 
amongst staff is comparable to the study conducted by Jack Haas (1977) 
 ‘>ĞĂƌŶŝŶŐZĞĂů&ĞĞůŝŶŐƐ ? ?,ĂĂƐ ?Ɛ ? ? ? ? ? ?ƐƚƵĚǇĞǆƉůŽƌĞĚŚŝŐŚƐƚĞĞůŝƌŽŶǁŽƌŬĞƌƐ ?
reactions to fear and danger, observing that these workers would often 
ƉĞƌĨŽƌŵ  ‘ĚĂŶŐĞƌŽƵƐ ďĂůůĞƚƐ ? ǁŚŝůĞ ƉůĂǇŝŶŐ ƚŽǁĂƌĚƐ ĂŶ ĂƵĚŝĞŶĐĞ ? ,ĂĂƐ
ŝĚĞŶƚŝĨŝĞĚƚŚĂƚǁŝƚŚŝŶĂŶĞŶǀŝƌŽŶŵĞŶƚƚŚĂƚƌĞůŝĞƐƐŽŚĞĂǀŝůǇƵƉŽŶĐŽůůĞĂŐƵĞƐ ?
and co-ǁŽƌŬĞƌƐ ? ƚƌƵƐƚ ĂŶĚ ĐŽŵƉĞƚĞŶĐǇ ?  ‘ŝƚ ďĞĐŽŵĞƐ ŶĞĐĞƐƐĂƌǇĨŽƌ ƚŚĞŵ ƚŽ
make continuous demonstrations of their fearlessness in their work situation. 
To act afraid increases the dangers and reduces trust among workers whose 
ƐĞĐƵƌŝƚǇĚĞƉĞŶĚƐŽŶƐƵĐŚƚƌƵƐƚďĞŝŶŐĚĞǀĞůŽƉĞĚ ?  ?,ĂĂƐ ?  ? ? ? ? ?  ? ? ? ? ?ŝƐƉůĂǇƐ
of fearlessness, bravado, and confidence thereby serve to create and 
maintain a collective identity of staff working within institutionally prescribed 
norms; allowing coercive actions to be performed efficiently and effectively 
whilst being an insider who is supported and respected by colleagues (Becker, 
1963; Haas, 1977; Lemert, 1951). It is the suppression of uncomfortable 
emotions which allows staff to work within an environment of fear driven 
anxieties and to perform coercive actions contradicting care. In suppressing 
ŽŶĞ ?ƐƉĞƌƐŽŶĂůĞŵŽƚŝons and allowing those of institutional order and control 
to dominate, the uses of coercive measures remain bearable, justifiable and 
permissible ?ĚĞƐƉŝƚĞ ƐƵĐŚĂĐƚŝŽŶƐ ĐŽŶĨůŝĐƚŝŶŐǁŝƚŚŽŶĞ ?ƐƉĞƌƐŽŶĂů ǀĂůƵĞƐ ? ƌĞĂů
feelings and roles as healthcare workers. Great efforts are therefore required 
of staff in working on their personal emotions such that team camaraderie 
may be maintained; staff cohesion, team work and trust sought as a 
collective, and institutional work and actions managed and carried out in 
ways that are expected; each contributing towards the maintenance of 
institutional values and order.  
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PASSING OF TIME: RECUPERATION VERSUS TOLL 
The processes and acts of working within a secure environment, particularly 
where staff are required to manage incidents and implement coercive 
measures, involve complex processes demanding both the physical and 
emotional effort of staff. The expectations placed upon staff to engage in 
security measures; to contain violence and aggression and to employ coercive 
methods appear to have detrimental effects on their personal health and 
well-being over time. Staff describe their emotions as transient processes 
through which they learn to manage their personal feelings in order to work 
within a high secure hospital and to perform the tasks required of them. The 
daily challenges faced by staff were highlighted as working with patients they 
are called upon to contain, the safe conduct of coercive measures and the 
maintenance of safety and security in every day practices. Staff describe their 
roles as being several-fold; that of protecting the public, patients and 
colleagues. This sense of responsibility may be a motivating factor for 
maintaining institutional integrity and serve as reasoning and justification for 
the uses of coercion and containment. The experiences of isolation, sense of 
status and bravado each work towards reinforcing the importance of 
maintaining this institution, its internal structures and cohesion.  
 
To work in a high secure organisation, staff must invest in the values of the 
institution or else their personal roles and the tasks they are called upon to 
perform would be deemed redundant (Lawrence & Suddaby, 2006; Lawrence 
ĞƚĂů ? ? ? ? ? ? ? ?/ŶŽƌĚĞƌĨŽƌƚŚĞŝƌǁŽƌŬƚŽďĞĐŽŶƐŝĚĞƌĞĚŵĞĂŶŝŶŐĨƵů ? ?ƐƚĂĨĨŵƵƐƚ
then adopt the values and beliefs of the institution whom they work for 
(Lawrence & Suddaby, 2006; Lawrence et al., 2009). On the one hand, staff 
working in this hospital are isolated. On the other hand, in being isolated, the 
existing structures are not challenged. The culture of this environment is then 
not only to contain those within, but also to keep outsiders out. Deviants 
within the hospital are deemed deviants to those on the outside, yet those on 
the outside are perhaps equally seen as deviants by those working within. 
 ‘KƵƚƐŝĚĞƌƐ ?ĂƌĞƐĞen as threats to this social order, and as such are challenged 
through processes of initiation (see page 97) before being accepted to work in 
this tightly controlled environment. Thus, the processes of institutional order, 
institutional control and institutionalisation are created, maintained and 
perpetuated, without the necessary exposures and influences from outsiders 
to allow the developments and progression required.  
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The very personal nature of staff emotions were accessed during the 
interviews, many of which revealed the emotional toll that staff experienced 
in dealing with and managing the feelings associated with their actions; 
particularly those of employing restraint, seclusion and segregation and the 
decisions made surrounding such actions. Staff frequently described a period 
of heightened emotions coupled with emotional blunting either concurrently 
or over time. Their heightened emotions tended to be associated with fear, 
adrenaline and automatic responses to volatile situations, whilst emotional 
blunting tended to seemingly occur through processes of detachment or 
desensitisation. Detachment was spoken about by staff in terms of separating 
and distancing their personal selves from their professional work, such that 
they adopted a different identity; removing their personal sense of self from 
the often difficult situations they are required to manage and engage with 
through taking on a work persona. Desensitisation in contrast, appeared to 
happen over time and often unintentionally. The more often staff were called 
upon to manage incidents, the more adept they became in not only managing 
the situation through their physical actions but also in managing their 
personal feelings and emotions associated with those actions required of 
them. Whilst both of these processes require institutional and emotional 
work, they appear to be revealed in different forms and to differing degrees. 
Detachment is suggested as an iŶƚĞŶƚŝŽŶĂů ƌĞƐƵůƚ ŽĨ ƐƚĂĨĨ ?Ɛ ŝŶƐƚŝƚƵƚŝŽŶĂů ĂŶĚ
emotion work and effort. Desensitisation, in comparison, appears to be a 
lesser intended outcome of institutional and emotional work, albeit one that 
enables staff to cope in working within the high secure environment. In 
adopting the language of Hochschild (1983), each of these processes require 
levels of emotion work. Detachment may be seen to align with surface acting; 
ďĞŝŶŐĂǁĂƌĞŽĨŽŶĞ ?ƐƌĞĂůĨĞĞůŝŶŐƐďƵƚǁŽƌŬŝŶŐƚŽƐĞƉĂƌĂƚĞŽŶĞƐĞůĨĨƌŽŵƚŚĞƐĞ
in order to suppress and overcome heightened tensions and discomfort 
between emotions and expectations. Desensitisation may represent deep 
surface acting where real feelings are lost in place of acquiring and conducting 
institutional values, norms and actions. 
 
At the ĞŶĚŽĨĞĂĐŚŝŶĐŝĚĞŶƚ ?ƐƚĂĨĨĚĞƐĐƌŝďĞĂƉĞƌŝŽĚŽĨƌĞĐƵƉĞƌĂƚŝŽŶ ?  ‘ŵĂŬŝŶŐ
ƉĞĂĐĞ ?ǁŝƚŚ ƚŚĞŝƌĞŵŽƚŝŽŶƐ ? /ŵƉůŝĐŝƚǁŝƚŚŝŶ ƚŚŝƐǁĞƌ ƐƚĂĨĨ ƐĞĞŬŝŶŐǀĂůŝĚĂƚŝŽŶ
for their actions; justifying the need for coercive measures and hence their 
involvement in employing these interventions despite not always feeling 
comfortable engaging in such actions. Staff spoke of seeking the support of 
colleagues  who understand and who have been through the same or similar 
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processes in consolidating their personal and professional values. In addition, 
ƐƚĂĨĨ ĨƌĞƋƵĞŶƚůǇ ƌĞĨĞƌƌĞĚ ƚŽ ƚŚĞŝƌ ĂĐƚŝŽŶƐ ĂƐ ďĞŝŶŐ  ‘ƉĂƌƚ ŽĨ Ă ũŽď ? ? ŶŽƚ ŽŶůǇ
transferring the onus of their actions to their work but also detaching their 
real feelings and personal selves from those of their actions. This sense of 
detachment and distancing of the personal self from their work again seems 
to highlight the institutional and emotional work that staff engage; 
internalising institutional values in legitimising their work, roles and actions. 
The process of institutionalisation therefore appears to have several 
functions. The accommodation of institutional values appears to allow 
justification for staff actions. Through placing the responsibility of their 
actions upon institutional requirements, staff detach themselves from the 
situation. This detachment from their personal selves simultaneously enables 
staff to function in otherwise uncomfortable situations. The accommodation 
of institutional values, encompassing institutional and emotional work and 
effort is therefore required in working within such a highly controlled 
ĞŶǀŝƌŽŶŵĞŶƚǁŝƚŚĚĞǀŝĂŶƚƐǁŚŽŵĂƌĞ ‘ŵĂĚ ?ďĂĚĂŶĚĚĂŶŐĞƌŽƵƐ ?ĂŶĚƌĞƋƵŝƌŝŶŐ
the greatest sanctions within healthcare organisations. On the one hand, the 
individual staff member must believe in the values of the institution in order 
to perform those duties and tasks required of them. They must accommodate 
the institution through processes of institutional and emotional work. In 
taking on the values of the institution, the individual may seek justification for 
those actions they feel uncomfortable conducting. In becoming 
ŝŶƐƚŝƚƵƚŝŽŶĂůŝƐĞĚ ŚŽǁĞǀĞƌ ? ƚŚĞ ŝŶĚŝǀŝĚƵĂů ?Ɛ ƉĞƌƐŽŶĂů ǀĂůƵĞƐ ĂŶĚ ĞŵŽƚŝŽŶƐ
become increasingly removed and perhaps, eventually lost within the 
dominant values of the highly regimented secure environment. These pose 
important questions with regards the capacities to care within such a highly 
controlled environment. Whether it is possible to demonstrate compassion, 
real feelings and personal values, or whether such anxiety-provoking, fear-
driven environments inadvertently have the effect of controlling the workers 
as much as, if not more so, than the deviants they purport to control and 
contain, Ultimately, questions are raised as to how such cultures can progress 
beyond one of bleak isolation so remote and closed off from the outside 
world, such that these negative cycles of fear and isolation can be broken and 
justifications for coercion and containment be opened to critique and 
transformation. 
 
While the studies of institutional and emotional work are well documented 
within the literature, rarely are they documented within a single study. 
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Institutional and emotional work theories have been applied to the contexts 
of business studies, cabin crew, construction workers, nursing homes, 
palliative care, prisons and soldiers (Crawley, 2004; Fineman, 1993; 1996; 
2003; Haas, 1977; Hochschild, 1983; Lopez, 2006; Plamper, 2009). To the 
ĂƵƚŚŽƌ ?Ɛ ŬŶŽǁůĞĚŐĞ ŚŽǁĞǀĞƌ ? ŶĞŝƚŚĞƌ ŽĨ ƚŚĞƐĞ ƚŚĞŽƌŝĞƐ ŚĂǀĞ ďĞĞŶ ĂƉƉůŝĞĚ
specifically to the context of forensic psychiatry in secure hospital settings. 
The explorations of staff experiences of working within a high secure 
environment, their conduct of coercive measures and particularly the 
institutional and emotional of staff working within this specialised 
environment, are therefore considered valuable and original contributions to 
knowledge. Interviews with staff have demonstrated that working within a 
high secure environment is challenging and demands institutional and 
emotional effort in adopting and abiding by institutional rules, rituals, values 
ĂŶĚ ďĞůŝĞĨƐ ? ŽĨƚĞŶ Ăƚ ƚŚĞ ĞǆƉĞŶƐĞ ŽĨ ŽŶĞ ?Ɛ ŽǁŶ ? dŚĞ ŝŶƐƚ ƚƵƚŝŽŶĂů ĂŶĚ
emotional work and efforts of staff are particularly apparent where incidents 
emerge and coercive measures are employed; revealed as complex 
ĐŚĂůůĞŶŐĞƐ ? ƉƌŽĐĞƐƐĞƐ ĂŶĚ ŝŶƚĞƌƉůĂǇƐ ďĞƚǁĞĞŶ ƐƚĂĨĨ ?Ɛ ĂĐƚŝŽŶƐ ĂŶĚ ĞŵŽƚŝŽŶƐ ?
their personal feelings and professional selves. Staff are therefore required to 
ƌĞĐŽŐŶŝƐĞ ƚŚĞŝƌ ŽǁŶ ƉĞƌƐŽŶĂů  ‘ƐŚĞůĨ ůŝĨĞ ? ǁŚĞŶ ǁŽƌŬŝŶŐ ǁŝƚŚŝŶ Ă ŚŝŐŚůǇ
demanding organisation which requires the often contentious and continually 
pluralistic practices of security and care. Staff are reminded to seek support in 
such a desperately isolated and isolating environment, and to recognise and 
take ownership of their real feelings in order to step out of the internally 
embedded cultures of fear and anxieties, towards a culture of openness, 
honesty and support, such that they can be reminded to care rather than 
contain within such a highly ordered environment. 
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CHAPTER 13: CONCLUSIONS AND RECOMMENDATIONS 
Coercive measures are considered unavoidable necessities in managing and 
containing violence and aggression. The actions and emotions associated with 
their conduct are complex, particularly within high secure hospital 
environments, where healthcare professionals are expected, and indeed 
required, to both care and contain. This thesis has set out to explore patient, 
staff and environmental factors that might influence variations in the use 
coercive measures across different wards and patient groups; a sociological 
exploration of emotions and actions within a forensic psychiatric context. A 
synergistic sequential mixed methods approach was used, organised in three 
stages. Firstly, a quantitative component explored the characteristics of 
patients subject to coercive measures. Secondly, standardised questionnaires 
were used to examine staff attitudes towards aggression, as well as staff and 
patient attitudes and experiences of containment measures and ward 
atmosphere. Thirdly and finally, interviews were conducted with staff to 
investigate how institutional and emotional work contribute towards staff 
approaches to using coercive measures.  
 
These areas of exploration are of particular interest given the lack of empirical 
research into the highly controversial practice of coercive interventions, 
specifically within the forensic hospital environment. A literature review 
revealed multiple definitions and associated practices of seclusion, restraint 
and rapid tranquillisation (Davison, 2005; Jarrett et al., 2008). These often 
related to differences in policy, legislation and governance between countries 
(Alty & Mason, 1994; Soloff, 1984). Great variances were also found in the 
rates and frequencies of coercive practices between hospitals, suggesting 
differences in attitudes, perceptions of acceptability, social and cultural 
norms (Bowers et al., 2004; Bowers et al., 2007; Muir-Cochrane et al., 2009; 
Steinert & Lepping, 2009).  
 
Empirical research into the use of coercive measures has predominantly 
focused on the characteristics of patients (e.g. Ahmed & Lepnurm, 2001; Beck 
et al., 2008; Benford Price et al., 2004; Heilbrun et al., 1995; Mason, 1998; 
Paavola & Tiihonen, 2010; Pannu & Milne, 2008; Thomas et al., 2009). 
Comparisons between studies have been challenging however, due to 
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differences in research questions, design and methods employed (Ahmed & 
Lepnurm, 2001; Beck et al., 2008; Benford Price et al., 2004; Heilbrun et al., 
1995; Mason, 1998; Paavola & Tiihonen, 2010; Pannu & Milne, 2008; Thomas 
et al., 2009). While there is a general consensus that younger, newly admitted 
females tend to be those most often experiencing coercive measures, little is 
known with regards the influences of staff attitudes and hospital environment 
(Brunt & Rask, 2007; Exworthy et al., 2001; Harris et al., 1989; Klinge, 1994; 
Sequeira & Halstead, 2004). Staff and patient experiences are frequently 
overlooked and underexplored (Grant et al., 1989; Klinge, 1994; Keski-
Valkama et al., 2010; Sequeira & Halstead, 2004). While studies allude to 
staff, patient and environmental factors as being interconnected in 
influencing the uses of coercive measures, these factors have seldom, if ever, 
been examined within a single study (Brunt & Rask, 2007). The three stage 
sequential mixed methods design of this thesis therefore aims to address 
some of these shortfalls. 
 
Given the hypothesis that patient population and hospital environment may 
each influence the rates and frequencies of coercive measures used, the 
analyses of hospital level data allowed explorations of patient characteristics 
and hospital context. The standardised ATAS questionnaire allowed staff 
attitudes towards aggression to be compared between wards, while the 
ACMQ and EssenCES questionnaires allowed comparisons between staff and 
patient attitudes and experiences of both containment and ward 
environment. Finally, interviews with staff provided insights into how staff 
process and manage their personal feelings and professional roles. Staff 
interviews were analysed and interpreted through the theories of institutional 
and emotional work; examining how institutions might be created, 
maintained or else disrupted through the actions and emotions of those 
working within (Hochschild, 1983; Lawrence, Suddaby & Leca, 2009).  
 
Findings from this study confirmed that younger, newly admitted females 
were proportionately more likely to experience seclusion and rapid 
tranquillisation than males. The ATAS questionnaire revealed that staff overall 
perceived aggression as being destructive, and that this was particularly the 
case for staff working on the pre-discharge ward. While it is unsurprising that 
staff viewed containment measures as being more acceptable than patients, 
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the ACMQ revealed significant differences in staff and patient views of the 
least acceptable methods. The net bed was found to be the equally least 
desirable method of containment for both staff and patients. Constant 
observations however, was amongst one of the least acceptable methods of 
containment as rated by patients, although one of the most acceptable 
methods of containment as rated by staff.  These findings  create interesting 
dilemmas for those lobbying for lesser coercive interventions, and point 
towards whether the least restrictive methods necessarily equate to being 
the most therapeutic (American Psychiatric Association et al., 2003; National 
Mental Health Working Group, 2005; NICE, 2005). While findings from these 
questionnaires allude towards familiarity with methods being positively 
associated with levels of acceptability, further research is required into 
reasons for difference between staff and patient perceptions of the least 
restrictive methods, justifications for such actions, along with the implications 
of this for practice outcomes.  
 
Findings from the EssenCES questionnaire illustrated that staff perceive ward 
environment as being more therapeutic than patients. Patients however, 
perceive ward environment as being safer and more cohesive. These findings 
are suggestive of an exclusive patient community formed within the hospital, 
ŝŶ ƐƵƉƉŽƌƚ ŽĨ ĞĐŬĞƌ ?Ɛ  ? ? ? ? ? ? ƚŚĞŽƌǇ ŽĨ ĚĞǀŝĂŶƚ ĐŽŵŵƵŶŝƚŝĞƐ ǁŝƚŚŝŶ ĚĞǀŝĂŶƚ
spaces. Where patient communities are formed, staff paradoxically become 
the peripheral agents of institutional order and control within the 
ŽƌŐĂŶŝƐĂƚŝŽŶ ?hƐŝŶŐĞĐŬĞƌ ?ƐŝĚĞĂƐŽĨŝŶƐŝĚĞƌƐĂŶĚŽƵƚƐŝĚĞƌƐ ?ŝƚŝƐƚŚĞƉĂƚŝĞŶƚƐ
who become the insiders within the organisation, whilst staff, the outsiders, 
merely work within the same environment where their roles are to maintain 
institutional order, boundaries and control. Questions are raised with regard 
to the physical and emotional efforts of those being controlled and purported 
to control. Furthermore, it is worth considering whether controlling is 
required or whether it is the effects of such controls that lead towards 
 ‘deviant behaviours ? within these environments (Cohen & Scull, 1983; Lemert, 
1967). Through examining the high secure context through an 
insider/outsider perspective, the institutional and emotional work of staff 
become apparent, since staff are paradoxically the outsiders within the 
environment they purport to control. As such, great efforts of required by 
staff in overcoming not only the pluralistic notions of care and security within 
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a high secure hospital, but also in managing their personal feelings and 
professional roles where coercive measures are justified, accepted and 
indeed expected interventions, being employed by staff where patients 
challenge institutional rules.  
 
Staff speak of both of the personal and professional challenges they face 
when being expected to conduct coercive interventions; the machismo and 
bravado required in creating and maintaining trust between colleagues, yet 
the emotional turmoil and ensuing processes of detachment and 
desensitisation in coping with, managing and overcoming the feelings 
associated with their actions. Rarely does any society condone or indeed 
justify the use of physical coercion against another individual, rare examples 
being the military and other armed forces. Yet within a high secure hospital, 
institutional arrangements govern, justify and condone the use of coercive 
interventions as a means of sanctioning violence, aggression and risk of injury 
(Department of Health, 2008; NICE, 2005). Staff working in high secure 
hospitals are charged with the role and responsibilities of managing highly 
dangerous patients within these institutions; those that have been defined as 
 ‘ƚĞƌƚŝĂƌǇ ĚĞǀŝĂŶƚƐ ? ? ƚ ƚŚĞ ƐĂŵĞ ƚŝŵĞ ƚŚĞǇ ĂƌĞ ŝŵƉůŝĐŝƚǇ ĞǆƉĞĐƚĞĚ ƚŽ ĚĞƚĂĐŚ
themselves from their personal beings, such that any personal feelings, 
emotions and responses do not contaminate their professional work. Through 
these processes of detachment, staff become institutionalised beings; 
accepting institutional rules, values and beliefs in place of their own, in being 
able to perform the challenging actions of coercing and containing that they 
are expected to conduct (Hochschild, 1983; Lawrence, Suddaby & Leca, 2009). 
Furthermore, staff are expected to make decisions of when to intervene; a 
subjective judgement based on past experience and seemingly at odds with 
this detached self, but nevertheless that staff must reason with, reconcile and 
justify.  
 
Through these processes, staff become increasingly isolated. These levels of 
isolation become problematic not only in terms of personal detachment from 
ŽŶĞ ?Ɛ ƌĞĂů ĨĞĞůŝŶŐƐ ? ƚƌƵĞ ǀĂůƵĞƐ ĂŶĚ ƐĞŶƐĞ ŽĨ ƐĞůĨ ? ďƵƚ ĂůƐŽ ŝŶ ƚŚĞ ƐŽĐŝĂů ĂŶĚ
geographical sense. Whilst isolation may be in defence of the stigmatisation 
felt by those working in such a highly stigmatised environment with patients 
who are doubly stigmatised, JP Martin (1983) warns of the dangers of 
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isolation of being closed to outside influences, questioning and development. 
This isolation may be at an individual, ward or institutional level, as 
considered within this thesis. At an individual level, the fears and anxieties of 
ǁŽƌŬŝŶŐǁŝƚŚ ‘ĚĞǀŝĂŶƚƐ ?ŝŶƐƵĐŚĂŚŝŐŚůǇŽƌĚĞƌĞĚĞŶǀŝƌŽŶŵĞŶƚĂƉƉĞĂƌƚŽŚĂǀĞ
detrimental effects upon the person. At ward level, staff emotions and 
institutional expectations are manifest as influencing decisions and actions, as 
well as the ward environment, atmosphere and culture. Finally, at the 
institutional level, the ways in which high secure hospitals are organised, 
governed and managed ultimately effect public perceptions as well as those 
accommodated and working within. Each of these factors, at all levels, are 
therefore interactive and mutually influencing. 
 
While this thesis has made a start on generating new insights to the unique 
environment of the high secure hospital, and has used a novel approach of 
combining institutional and emotional work theories, greater research is 
required into examining staff and patient attitudes regarding the least 
restrictive methods and the implications this will have for practice. The 
internal dynamics within high secure hospitals warrant further attention, 
examining; i) what it means for staff to be working in an environment where 
patients feel more supported by being contained than staff do when 
containing them; ii) what methods of support can be put in place for staff 
experiencing conflict between their personal feelings and professional roles, 
and iii) whether anything can be done to relieve the tensions of healthcare 
professionals  expected to care, coerce and contain.  
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